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COLLECTIVE REVIEW 


PRIMARY RETROPERITONEAL TUMORS 
A Study of 120 Cases 


GEORGE T. PACK, M.D., F.A.C.S., New York, New York, and 
EDWARD J. TABAH, M.D., F.R.C.S. (C), Montreal, Canada 


RETROPERITONEAL STRIATED MUSCLE TUMORS 


This series of 22 retroperitoneal rhabdomyosar- 
comas represents the largest reported group of 
such tumors occurring in this region. In 1946 
Stout tabulated the published cases of rhabdomy- 
»sarcoma of the skeletal muscle to which he added 
14 of his own, making a total of 121 cases among 
which only 1 tumor was recorded as arising retro- 
peritoneally (Tourneux and Gouzi in 1932). Each 
of our 22 cases was classified by our pathologist 
either as embryonal rhabdomyosarcoma or rhab- 
domyosarcoma (adult type). 

Embryonal rhabdomyosarcomas. Of the 22 retro- 
peritoneal rhabdomyosarcomas, 7 were classified 
as embryonal rhabdomyosarcomas. The age of 
the patients varied from 5 months to 10 years, the 
average age being 5 years. There were 4 males 
and 3 females. The initial evidence was abdominal 
pain in 2 cases, pain radiating down the thigh and 
the leg in 3 cases, and the presence of an abdominal 
mass in 2 cases. The finding of an abdominal mass 
was recorded for all of the patients. The exact 
site of the tumor was listed as follows: left lower 
quadrant in 2 cases, right lower quadrant in 2 
cases, right midabdomen in 1 case, lower abdomen 
in 1 case, and lower abdomen and pelvis in 1 case. 
The size of the tumor varied from 11 to 20 centi- 
meters. The neoplasm involved the adjacent or- 
gans and major blood vessels in 5 instances. Me- 
tastases spread via the blood, vascular, and lym- 
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phatic routes to the lungs, liver, and regional 
lymph nodes. 

All 7 patients with embryonal rhabdomyosar- 
comas had previous operations elsewhere; only 2 
tumors were excised, both incompletely. Treat- 
ment at the Memorial Hospital consisted of ex- 
ploratory laparotomy, biopsy, and postoperative 
x-ray therapy, which was successful in 5 cases. 
Two patients had radical excision; 1 died of re- 
currence within 6 months and 1 is living and well 
less than 1 year since operation. 

The retroperitoneal rhabdomyosarcomas in 
adults developed between the ages of 16 and 74 
years (average 50.2 years). The sex ratio was 11 
females to 4 males. The size of the tumor varied 
from 6 to 20 centimeters in diameter. In 10 pa- 
tients no metastases occurred. There were me- 
tastases to the lungs in 2 cases, to the regional 
lymph nodes in 2 cases, and widespread metastatic 
deposits in the omentum and peritoneum in 1 case. 

Six patients had no treatment elsewhere. For 
the others the previous treatment consisted of the 
following: exploratory laparotomy in 6, explora- 
tory laparotomy, biopsy, and x-ray therapy in 4, 
partial excision in 2, and radical excision in 4. 

The treatment of retroperitoneal striated muscle 
tumors is similar to that of other retroperitoneal 
tumors, namely, radical surgical excision. The 
best chance of cure lies with the surgeon who first 
sees the patient. The results of treatment of this 
tumor have been poor; the only hope of improving 
the results is to secure the patients earlier and to 
attack the cancers more vigorously. Sixteen pa- 
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Fig. 14. Retroperitoneal embryonal rhabdomyosarcoma. 
a, Gross specimen. b, Histological characteristics of embry- 
onal rhabdomyosarcoma. 


tients in this series had previous operative pro- 
cedures before coming to Memorial Hospital; 4 
whose tumors were declared inoperable were later 
successfully operated on by very radical procedures. 

The majority of patients lost less than a month’s 
time from the onset of symptoms to the time of 
seeking medical aid; there was an additional 1 to 5 
months intervening before they were seen by us. 
Of the 17 patients explored or given autopsy ex- 
amination, 17 had fixation or infiltration of the 
adjacent organs by the tumor and in 12 the tu- 
mor was adherent to major blood vessels. 

End results in the treatment of retroperitoneal 
striated muscle tumors. The results in our 22 cases 
can be briefly summarized in Table VI. 


RETROPERITONEAL LYMPHOMAS 


The retroperitoneal lymphomatous tumors were 
either lymphosarcomas or Hodgkin’s disease. 
There were 24 such tumors in this series which 
constituted the largest single group of neoplasms 
of this regional distribution. The diagnosis in all 
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TABLE VI.—END RESULTS IN TREATMENT OF 
RETROPERITONEAL STRIATED MUSCLE ‘U- 
MORS 


Duration from 

treatment at 

the Memorial 
Hospital 


Duration from 
onset of first 
symptom 


Number 


End result ae Caees 





Less than f¢ 
mo.: 3 yrs. 


Postoperative deaths 





Dead from rhabdomyosar- 
coma From 2 to 26! From 3 to 28 
mos. mos. 





Living with rhabdomyosar- 
coma 3, 4, 5, and 7/9, 14, 24, and 
mos. 65 mos. 





Living without rhabdomyo- 
sarcoma 








4 mos. 





cases was proved by histological examination. In 
11 cases, abdominal exploration had been done 
elsewhere. In 14 cases the diagnosis was estab- 
lished by operative exposure and biopsy at the 
Memorial Hospital. There were many additional 
patients in whom the diagnosis had previously 
been established by the presence of lymphomas in 
other regions of the body and who subsequently 
developed signs and symptoms of an abdominal 
tumor. These patients were excluded from the 
present discussion because the intra-abdominal 
finding was only one of the many manifestations 
of the lymphomatous tumor. 

Of the 24 retroperitoneal lymphomas 18 were 
lymphosarcomas and 6 were Hodgkin’s disease. 
This incidence is not great among 2,000 cases of 
lymphosarcoma and 1,000 cases of Hodgkin’s dis- 
ease on file at the Memorial Cancer Center. The 
term lymphosarcoma is used in its broadest sense 
and includes lymphocytic lymphoma, reticulocell 
sarcoma, and giant follicular lymphoma. 

Pathological anatomy. It is impossible grossly to 
distinguish between the various lymphomatous 
tumors occurring retroperitoneally. The present- 
ing tumor has generally a firm, somewhat lobular 
appearance and is composed of masses of lymph 
nodes which have become confluent with one 
another. The color is usually pearly gray and on 
cut surface the tumor has a granular homogeneous 
appearance. The histological features of the giant 
follicular lymphoma, the lymphocytic lymphosar- 
coma, the reticulum cell sarcoma, and Hodgkin’s 
disease do not need repetition here. 

Methods of spread of lymphosarcoma and Hodg- 
kin’s disease. There is a lack of uniform agree- 
ment as to the exact mode of spread of these tu- 
mors. On the one hand there is the concept that 
they are not systemic diseases but have a unicen- 
tric focus of origin, and that from this primary 
focus they spread to other nodes and organs, 
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lig. 15. Retroperitoneal rhabdomyosarcoma; two dif- 
rent patients. a, Anterior displacement of stomach, seen 


metastasizing by way of the lymphatics or blood 
stream. This important concept assumes that if 
ihe initial focus could be recognized early and 
treated before spread occurs, cures would be pos- 
sible. On the other hand, there is evidence to sup- 
port the second view which postulates that the 
disease has a diffuse multicentric origin; even here 
the concept implies that the disease is generalized, 
but it may be possible that certain nodes or groups 
of nodes can become involved first or attain a 
more advanced degree of involvement than others. 
The truth of the matter probably lies in the fact 
that both concepts are correct and the lymphomas 
may have either a unifocal or multifocal origin. 
Clinical features of retroperitoneal lymphomas. 
Lymphoid retroperitoneal tumors generally form 
one of the largest, if not the largest, single group 
of neoplasms occurring in reported series of retro- 
peritoneal tumors. In our 120 cases there were a 
total of 18 lymphosarcomas and 6 cases of Hodg- 
kin’s disease with an incidence of 20 per cent. 
There were 11 females and 13 males. Their ages 
varied from 2 to 69 years, with an average age of 
45.5 years. Two of the lymphomas were classified 
as giant follicular lymphosarcomas, 1 as a reticulo- 
cell sarcoma, 15 as lymphocytic lymphosarcoma, 
and 6 as Hodgkin’s disease. 
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on lateral roentgenogram. b, Left lateral displacement of 
stomach by the tumor. 





The most frequent initial complaint requiring 
the patient to seek medical attention was either 
an abdominal mass, vague abdominal pain asso- 
ciated with or without gastrointestinal symptoms, 
such as diarrhea, loss of appetite, nausea and vom- 
iting, and in some cases even severe constipation. 
Fever, weakness, and weight loss were other fre- 
quent complaints and were most evident in Hodg- 
kin’s disease. Pyrexia is not infrequently recorded 
in cases of retroperitoneal lymphomatous lesions. 
Craver cites 3 instances in which a mistaken diag- 
nosis of acute appendicitis was made; 2 of the pa- 
tients were surgically explored while the third one 
refused operation. Another feature recorded by 
Craver in 4 cases was the occurrence of obstructive 
jaundice due to pressure on the extrahepatic ducts 
by enlarged lymph nodes. Jaundice due to in- 
trinsic hepatic lymphomas has, of course, been 
observed much more frequently. 

The size of the tumor was recorded in 23 cases 
as follows: under 5 centimeters in 1 case, between 
6 and 10 in 8 cases, between 11 and 20 in 8 cases, 
and more than 21 in 6 cases. 

Twelve of the 24 patients had no treatment 
prior to admission to the Memorial Hospital; pre- 
vious treatment of the others consisted of the fol- 
lowing: exploratory laparotomy and biopsy in 7, 
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Fig. 16. a, Giant follicular lymphoma of small bowel mesentery. b, Obstruction 
and lymph stasis in mesenteric lymphatics due to large tumor (xanthogranuloma) at 


base of mesentery. 


exploratory laparotomy, biopsy, and x-ray thera- 
py in 1, x-ray therapy only in 1, partial excision in 
1, and radical excision in 2. 

Diagnosis. The early recognition and diagnosis 
of retroperitoneal lymphomatous tumors are ex- 
tremely difficult. It is only when the disease has 
manifested itself by the presence of enlarged cer- 
vical, mediastinal or axillary nodes that one be- 
comes suspicious of its presence. Other retro- 
peritoneal tumors are capable of presenting the 
identical signs and symptoms exclusive of the sys- 
temic picture. The additional existence of fever, 
weakness, and weight loss is more in favor of a 
lymphomatous process. 

Craver and Herrmann studied a group of 406 
cases of Hodgkin’s disease proved by biopsy; in 
this group 52 (12.8%) of the patients developed 
gastrointestinal symptoms, but 45 of these 52 
patients (11% of the entire series) showed no 
clinical or roentgenographic eviderice of intrinsic 
gastrointestinal involvement. The symptoms in 
this group were produced by extrinsic pressure 
from enlarged abdominal lymph nodes. The ini- 
tial symptoms referable to the gastrointestinal 
tract were in most cases abdominal pain or epi- 
gastric distress; vomiting, diarrhea, and hema- 
temesis occurred with less frequency. The initial 
complaint in 71 per cent of these 52 patients was 
the presence of enlarged cervical lymph nodes. In 
10 per cent there was no initial superficial node 


involvement and the onset of the disease was first 
marked by gastrointestinal symptoms. The stage 
at which the retroperitoneal lymph nodes become 
involved is uncertain. Symmers, Ewing, and Des- 
jardins were of the opinion that retroperitoneal 
nodes are involved early, but because of their slow 
growth, the relatively large potential space around 
them, and the fact that the abdominal organs can 
adjust themselves to this slow expansion, the re- 
sultant gastrointestinal symptoms are late mani- 
festations. The superficial lymphadenopathy is 
considered by some to be only an external mani- 
festation of this involvement. In support of this 
contention Craver and Herrmann observed that 
the patients whose lymphomas originated with 
gastrointestinal manifestations had an average 
duration of life of only 9!4 months, whereas those 
who developed gastrointestinal symptoms subse- 
quent to the known onset of the disease lived an 
average of 3 years and 10 months. These workers 
concluded that if the initial symptom is referable 
to the gastrointestinal tract it generally signifies 
that the intra-abdominal lymphoma has been 
present for a considerable time prior to the estab- 
lishment of the diagnosis. Therefore, when the 
gastrointestinal symptoms finally appear the pa- 
tient is already in a hopeless stage of the disease. 

It is generally impossible to distinguish between 
retroperitoneal lymphosarcoma and Hodgkin’s 
disease either from the clinical findings or from 
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the gross appearance. The final diagnosis must 
rest with the histological examination. 

Treatment of retroperitoneal lymphomas. Once 
he diagnosis is established the treatment of 
etroperitoneal malignant lymphoid tumors is by 
oentgen irradiation. Such therapy will generally 
ause marked diminution in the size of the ab- 
jominal mass and considerable alleviation of the 
astrointestinal symptoms, with reduction of 
‘ver. The palliation, while temporary, provides 
ie patient with relative comfort and in many 
istances he is able to resume his former occupa- 
on. Some of our patients with longest survival 
ave received only this form of therapy. 

The use of surgery in the treatment of lympho- 

rcoma and Hodgkin’s disease has a definite but 
nited place. It is generally agreed that its use 

ould be restricted to those patients in whom 
1e neoplasm (as far as can be determined) is of 

jicentric origin and still confined to the initial 
cus. Furthermore, such a tumor must be rela- 
vely accessible for a surgical procedure. Such 
ises are admittedly quite rare but nevertheless 
hey occur and they are generally detected when 
he disease is situated either in the neck, axilla, 
groin. Gall, in recent years, advocated surgical 
therapy, claiming greater survival rates for pa- 
tients treated surgically than for patients treated 
by radiotherapy alone. Craver states that the 
possibility of cure in Hodgkin’s disease and 
lymphosarcoma depends primarily on the early 
securance of lesions of unicentric origin. When 
they are multicentric he concludes that any 
therapy today must be considered as only pallia- 
tive. When there is an early localized focus of 
lymphoma, aggressive treatment either by irradia- 
tion alone or by surgery followed by irradiation, 
offers at least a possible cure. 

Primary retroperitoneal lymphomatous tumors 
are rarely amenable to surgical extirpation. Such 
an operation is rarely successful, but exploratory 
laparotomy should at least be attempted. If one 
can remove the main bulky mass of involved 
nodes an intensive course of postoperative irradia- 
tion should follow. 

Other more recent modalities of therapy include 
the use of nitrogen mustard and triethylene mela- 
mine. The most commonly administered nitrogen 
mustard is methy]-bis (2-chloroethyl)amine hydro- 
chloride (HN2). It has been found to be most 
useful in Hodgkin’s disease, particularly the late 
generalized stages in patients having fever and 
sweating. One cannot hope to cure with this 
drug but it wlll definitely palliate an otherwise 
toxic patient within a few days, whereas far more 
prolonged treatment would be required to ac- 
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complish the same effect with x-ray therapy. Its 
use in lymphosarcoma is much less effective, and 
the remissions when produced are generally much 
briefer in duration. X-ray therapy continues 
to remain superior to nitrogen mustard, but the 
latter does have a place in the treatment of se- 
lected cases of lymphosarcoma and Hodgkin’s 
disease. HN- is given intravenously; it frequently 
produces nausea and vomiting. Its injection is 
sometimes followed by venous thrombosis, and if 
leakage occurs into the perivenous tissues a painful 
local reaction results. 

More recently a new chemical compound with 
an activity similar to that of nitrogen mustard 
has been tried extensively. This compound, 
triethylene melamine, can be given orally as well 
as intravenously and is said to cause less severe 
nausea and vomiting. Its intravenous use does 
not produce venous thrombosis at the site of 
injection. Its toxicity, particularly on the hema- 
topoietic system, is identical to that of nitrogen 
mustard. Its intravenous use results in transient 
improvement in Hodgkin’s disease and in lympho- 
sarcoma, similar to that obtained with HNe. Oral 
triethylene melamine is said to be most useful in 
the treatment of generalized, or far advanced, 
Hodgkin’s disease, resulting in temporary relief of 
the symptoms and regression of the enlarged 
nodes. In far advanced lymphosarcoma the in- 
travenous use of triethylene melamine rarely 
results in improvement, whereas its use in a 
slowly progressing disease may produce a pro- 
longed remission as with HNe. Oral administra- 
tion of this drug is a convenient method of treating 
ambulatory patients in the office or in the out- 
patient department. One must be constantly on 
the watch for evidence of depression of the bone 
marrow. 

Radioactive phosphorus, or P*, has failed to 
produce worthwhile results in Hodgkin’s disease; 
its use in lymphosarcoma has resulted in occasional 
improvement in the early and very radiosensitive 
cases. 

End results. There were 2 operative deaths, 1 
death occurring after exploratory laparotomy 
and biopsy and the other following partial ex- 
cision of the tumor. Sixteen patients eventually 
died of malignant lymphoma from 1 to 57 months 
after treatment. Two patients with residual tumor 
died of unrelated causes. One patient is living 
and intermittently undergoing treatment 8 months 
after the initial examination. One patient with 
Hodgkin’s disease was cured for 12 years and then 
died of other causes. Two patients with lympho- 
sarcoma are living and well 16 months and 13 
years, respectively, after treatment. 
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Fig. 17. Extra-adrenal neuroblastoma; two different pa- 
Location of recurrent tumor in young girl. 


tients. a, 


RETROPERITONEAL TUMORS OF THE 
SYMPATHETIC GANGLIA 

Tumors developing from the sympathetic 
ganglia include the paraganglioma, ganglioneu- 
roma, and the neuroblastoma. The ganglioneu- 
roma and neuroblastoma form a common group 
of tumors in infancy and early childhood, especially 
the neuroblastoma which is also referred to as 
sympathicoblastoma. Most workers who have 
written on the subject erroneously assume that 
abdominal neuroblastomas arise in or from the 
adrenal gland and make little mention of the 
possibility that the tumor may arise from the 
sympathetic chain and other sympathetic gang- 
lionic tissue found in the retroperitoneal region. 

In his study of 32 cases of abdominal neuro- 
blastoma, Faber found that the primary tumor 
arose from the adrenal gland in 13 cases and from 
other retroperitoneal tissues in 19 cases. Scott 
and Palmer in 1932 reviewed only those cases of 
sympathicoblastoma arising in the cells of the 
sympathetic system other than those occurring 
within the medulla of the adrenal gland. They 
collected 18 completely undifferentiated neuro- 
blastomas from the literature of which 7 were in 
the retroperitoneal region of the abdomen and 1 
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was in the pelvis; there were also 13 differentiated 
sympathetic neuroblastomas of which 8 were in 
the retroperitoneal region of the abdomen and 2 
were in the pelvis. 

McFarland and Sappington reviewed 127 cises 
of ganglioneuroma up to 1935. In this group, 26 
of the tumors occurred in the retroperitoneal 
region of the abdomen and 8 in the retroperitoneal 
region of the pelvis independently of the adrenal 
glands. Five other tumors arose from within 
the mesentery of the small bowel and only 16 
were observed to have arisen from the adrenal 
glands. The remainder arose from sympathetic 
ganglia in other regions of the body. 

Willis estimates that the adrenal glands are 
the most frequent single site of origin of these 
tumors, accounting for about one-third of the 
cases; the abdominal and pelvic sympathetic 
chains (including the celiac and mesenteric gang- 
lia) account for another third of the tumors; the 
remaining third of the tumors is said to occur 
in the cervical and thoracic portions of the sympa- 
thetic chain together with small peripheral ganglia 
situated in the viscera themselves. 

Of the total of 14 cases included in our report, 
4 are known to have originated from the sympa- 
thetic ganglia and 4 from one or both adrenal 
glands; the exact site of origin of the remaining 6 
isunknown. There has been only 1 retroperitoneal 
extra-adrenal ganglioneuroma recorded in this 
series of cases. Our series comprises 4 cases of 
neuroblastoma and 1 of ganglioneuroma which 
arose in the retroperitoneal sympathetic nervous 
tissues independently of the adrenal glands. 

Age and sex. The majority of neuroblastomas 
reported in the literature occurred before the age 
of 4 years. The average age in our series re- 
ported was 3.1 years, the extremes being 3 months 
and g years. While ganglioneuromas may appear 
during early childhood, the majority of cases do 
not appear until slightly later in life. Most of the 
reports show no real sex predilection for neuro- 
blastoma or ganglioneuroma. 

Symptoms. The presenting signs and symptoms 
are generally those of metastasis to distant organs 
and tissues. The primary focus of the lesion may 
remain symptomatically silent, but not infre- 
quently it presents itself as a progressively en- 
larging abdominal mass. In young children and 
infants, fever and gastrointestinal symptoms, in- 
cluding vomiting, diarrhea, and loss of weight 
may be the main features causing the mother to 
seek medical attention for her child. 

Ecchymosis of the eyelids with or without 
proptosis, symptoms referable to the lower ex- 
tremities including pain, swelling, or limping, 
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Fig. 17. b, Deviation of left ureter by extra-adrenal 
neuroblastoma. c, Extrinsic pressure on stomach by large 


enlarged cervical or inguinal lymph nodes, urinary 
symptoms, and anemia—any one or a combination 
of two or more of these findings may herald the 
clinical onset of the disease. 

Pathological anatomy. Growth of the tumor is 
continuous, and involvement of the adjacent or- 
gans either by direct infiltration or by pressure is 
quite frequent. The tumor may insinuate itself 
through the intervertebral foramina to cause 
pressure on the spinal cord and produce paraplegia. 

Microscopically, the neuroblastoma is composed 
of small rounded cells with little cytoplasm, which 
are collected into groups surrounded by a net- 
work of supporting fibrils. The cells may resemble 
the primary cells of the sympathetic nervous sys- 
tem. Occasionally pseudorosettes are formed. The 
presence of neurofibrils can at times be demon- 
strated by the utilization of silver impregnation 
methods. Occasionally, mature ganglion cells or 
chromaffin cells may be identified. As a rule, 
the more undifferentiated the cells, the greater 
the malignancy. 

Within the well differentiated ganglioneu- 
roma one may see well matured ganglion cells 
which are large, pyriform, or irregular in shape 
with 1, 2, or more cytoplasmic processes. Non- 
medullated bundles of nerve fibrils running in 


upper abdominal neuroblastoma. d, Downward displace- 
ment of transverse colon by same tumor. 


each and every direction may be identified. Many 
of these are myelinated and the accompanying 
Schwann cells can be identified. 

In the less well differentiated ganglioneuromas 
the ganglion cells show more immature and ab- 
normal forms, increasing mitosis, and an increas- 
ing number of sympathogonia and sympathoblasts. 

Metastases. Local extension and direct infiltra- 
tion of contiguous organs is the most common 
route of spread. Metastasis by means of the 
lymphatics is the next most common method, 
and blood stream metastasis, although the most 
serious, is the third most frequent method. The 
wide dissemination of metastases observed ac- 
counts for the poor end results of treatment. 

In patients with the Pepper syndrome, the 
metastases occur chiefly in the liver, which may 
increase rapidly to a large size. In the Hutchison 
type the metastases occur principally in the skeletal 
system, the cranium being the main target of 
involvement. It is surprising that with this degree 
of boneand liver metastases, pulmonary metastases 
are seen much less frequently. 

Well differentiated ganglioneuroma do not 
metastasize, but the more undifferentiated vari- 
eties can and do metastasize. The extent and 
degree of metastasis is generally a direct reflection 
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of the degree of differentiation of the tumor. 
Stout states that three-quarters of the ganglioneu- 
romas are well differentiated and do not metasta- 
size. The remainder which are incompletely dif- 
ferentiated will metastasize in from 18 to 65 per 
cent of the cases, in accord with how closely the 
tumor histologically approximates the appearance 
of the more malignant neuroblastoma. 

Sometimes we are defeated in attempts at sur- 
gical extirpation of a well differentiated ganglio- 
neuroma, or even a neuroblastoma, which is still 
localized by the very location of the tumor, if 
the tumor has intimately associated itself with a 
major and vital blood vessel or organ, or has 
extended through an intervertebral foramen to 
cause compression of the cord. , 

Diagnosis. With neuroblastoma the diagnosis 
may be made from the histologic examination of 
some bizarre metastatic deposit. For example, the 
first manifestation of the disease may be enlarge- 
ment of the cervical or inguinal lymph nodes, or 
it may be a massive liver, it never being suspected 
that the retroperitoneal region is the original site 
of the tumor. Orbital metastases, resulting in 
ecchymoses and proptoses, may be mistaken 
clinically for a primary orbital tumor. 

A retroperitoneal tumor in an adult lacks any 
characteristics enabling one to distinguish a neuro- 
blastoma or ganglioneuroma from the other lesions 
found in this region. In an infant or a young child, 
however, the presence of an abdominal mass should 
suggest the possibility of a neuroblastoma. Ovarian 
tumor, Wilms’s tumor, abscess, teratoma, and 
retroperitoneal embryonal rhabdomyosarcoma are 
among other lesions to be considered. Fever 
associated with anemia in children may mislead 
one into thinking of rheumatic fever. 

Extension of the tumor through an intervertebral 
foramen may cause pain and disability of one or 
both lower extremities and result in urinary and 
fecal incontinence, which symptoms are suggestive 
of a primary spinal cord tumor. 

X-ray examination may greatly assist in the 
diagnosis. The tumor is generally more opaque 
than the surrounding tissue and therefore casts a 
shadow on the film. Calcification is occasionally 
seen, and in such instances one must also consider 
and rule out teratomas, tuberculouslymphadenitis, 
old hematomas and abcesses. Intravenous or 
retrograde pyelograms may show evidence of 
extrinsic pressure on the kidneys and ureter such 
as is commonly seen with other varieties of retro- 
peritoneal tumors. Metastatic deposits in the 
osseous system from neuroblastoma are character- 
ized by osteolytic areas usually distal to the 
epiphyseal line and usually wedge-shaped, extend- 
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ing from the cortex into the cancellous bone, or 
minute and spotty to give a moth-eaten appear- 
ance. : 

Treatment. The ability to cure neuroblastomas 
depends on the stage of diagnosis and the vigor 
with which therapy is instituted. The earlier the 
diagnosis and the more aggressive the treatment, 
the better are the prospects of cure. Although 
the majority of neuroblastomas are radiosensitive, 
the ability to cure this tumor with irradiation 
alone has proved to be very disappointing. Never- 
theless, treatment with irradiation has produced 
some wonderful palliative effects in otherwise 
inoperable or nonresectable cases, such as marked 
shrinkage, and in some cases complete disappear- 
ance, of the tumor mass and concomitantly general 
systemic improvement with relief of pain, and 
increase in appetite and strength. 

A combination of surgical excision followed by 
immediate postoperative irradiation is probably 
the best plan of therapy today. Faber starts 
treatment on the day of operation, at which time 
an initial dose of 209 roentgens in air is delivered 
to the skin, and the total course of 1,400 to 1,800 
roentgens is delivered in 7 to 10 days. Wound 
breakdown was never observed on this regime. 
This author emphasizes that removal of the tumor 
should be carried out without delay after a short 
period of 24 to 48 hours of diagnostic study and 
preoperative preparation. 

The use of nitrogen mustard and its derivatives, 
radioactive phosphorus, and other chemothera- 
peutic agents has not been fully investigated in 
the treatment of this tumor. There is some in- 
dication at least of temporary palliation from 
the use of certain of these substances. 

With ganglioneuroma, particularly the well 
differentiated variety, the treatment of choice is 
radical surgical excision, which will usually result 
in cure. Should it not be possible to remove the 
lesion in its entirety because of its anatomical 
location, one is nevertheless justified in removing 
as much of it as possible without jeopardizing 
the patient’s life. The tumor is slow-growing and 
it may be many years before recurrences reach a 
sufficient size to require further resection. 

With the less well differentiated ganglioneuroma 
the treatment should be carried out in a manner 
similar to that outlined for neuroblastoma, viz., 
surgical excision followed by immediate postoper- 
ative irradiation. 

Analysis of cases. The results in our group of 
extra-adrenal neuroblastomas and ganglioneuro- 
mas conform in general with the results recorded 
elsewhere. The single case of ganglioneuroma 
which occurred in a 27 year old female was his- 
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tologically well differentiated. This patient has 
ow survived over 9 years since the tumor was 
idically excised at the Memorial Hospital, and 
ver 1g years since the initial symptom and diag- 
osis was established. She remains free of tumor. 
he remaining 4 cases were all instances of extra- 
irenal neuroblastomas. The patients were 4, 5, 5, 
id 20 years old, respectively. There were 3 
tients first explored elsewhere, at which time 
psy of the lesion only was attempted. In 1 
se the patient also received x-ray therapy. All 
patients received additional therapy at the 
‘emorial Hospital. In 2 cases this consisted of 
ray therapy only and in the third case it con- 
ted of radical removal of the tumor followed 
x-ray therapy. All 3 patients died 6, 10, and 
months, respectively, after treatment at the 
emorial Hospital. Their total survival from 
e first symptom was 8 to 18 months. One pa- 
‘nt with neuroblastoma received his initial 
eatment at the Memorial Hospital, which con- 
sted of radical excision of the tumor 214 months 
‘ter the initial symptom was first noticed. He 
is now survived more than 21 months with no 
vidence of recurrence. The tumor in this case 
ad invaded the lower pole of the right kidney 
o that it was necessary to remove this organ 
vith the lesion. 


RETROPERITONEAL EXTRA-ADRENAL 
PARAGANGLIOMAS 


Paraganglionic cell tumors of the adrenal me- 
dulla are ordinarily referred to as pheochromocy- 
tomas, whereas those outside of the adrenal me- 
dulla are referred to as paragangliomas. The lat- 
ter include the paraganglionic cell tumors found 
in sympathetic ganglia of the sympathetic chain 
which extends from the base of the skull to the 
coccyx, and also those found in the carotid body, 
the cardioaortic body, and certain cranial nerves 
such as the vagus and the glossopharyngeal. Ac- 
cording to Stout, only those paraganglionic cells 
found in the sympathetic ganglia and the adrenal 
medulla contain chromaffin granules which are 
concerned with the secretion of epinephrine and 
norepinephrine. The remainder of the paragangli- 
onic cells do not contain chromaffin granules in 
their cytoplasm, and so far as is known they are 
physiologically inactive. Histologically, the tu- 
mors from all these regions have a similar appear- 
ance and the cells cannot be distinguished one 
from the other except in the cases in which 
chromaffin granules are present. Stout prefers to 
call all hormonally active tumors of the paragan- 
glionic group pheochromocytomas and all inactive 
ones paragangliomas. 
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It is the extra-adrenal retroperitoneal paragan- 
glioma with which we are concerned in our present 
discussion. This tumor may arise from any place 
along the sympathetic ganglionated chain. 

About go per cent of the pheochromocytomas 
are said to occur in the adrenal glands, the right 
gland being involved slightly more frequently 
than the left. According to Maier, approximately 
200 adrenal tumors and only 1g cases of extra- 
adrenal tumors have been recorded in the litera- 
ture; 3 of the latter were located in the chest. 
From figures supplied by Brines and Jennings and 
by Richards and Hatch, 11 of the retroperitoneal 
extra-adrenal tumors occurred in the organ of 
Zuckerkand! which is situated just above the bi- 
furcation of the aorta, 3 at the hilum of the kid- 
ney, and 2 others within the retroperitoneal area. 
We may conclude that extra-adrenal paragangli- 
omas occur approximately once to every 10 para- 
gangliomas arising in the adrenal glands, and if we 
confine these tumors to the retroperitoneal space 
this incidence drops slightly to about 1 in 12 cases. 
These extra-adrenal paragangliomas, like those 
occurring in the medulla, may or may not be 
physiologically active. When active, the disturb- 
ances resulting are identical to those caused by the 
pheochromocytomas. In approximately 10 per 
cent of the cases the tumors are multiple, and of 
the 210 cases reviewed by Brines and Jennings 
there were 18 in which both adrenal glands were 
involved. Multiple tumors in the retroperitoneal 
region only or in the retroperitoneal region and 
the adrenal gland have been reported. 

We recently observed at the Memorial Cancer 
Center 2 additional cases of extra-adrenal para- 
gangliomas; 1 of the tumors was physiologically 
active and resulted in the death of the patient, 
while the second one was inactive as far as we 
could tell from the patient’s history and her opera- 
tive and postoperative reactions. In neither case 
was the diagnosis suspected preoperatively or 
even at the time of surgery, it being made at 
autopsy in the first instance and postoperatively 
from histological examination of the excised speci- 
men in the second case. 

Diagnosis of pheochromocytoma. Pincoffs and 
Shipley each first successfully diagnosed and then 
removed a pheochromocytoma in 1929. Numer- 
ous pharmacological diagnostic tests have been 
devised in recent years in order to establish a posi- 
tive diagnosis and to exclude other conditions sim- 
ulating this disease. While many of these tests 
will give a positive reaction with pheochromocy- 
toma, none is truly specific and therefore a nega- 
tive response does not necessarily rule out the 
presence of a tumor. The pharmacological tests 





322 


used in the diagnosis of pheochromocytoma fall 
into 2 groups. 

1. The use of drugs which cause a discharge of 
pressor substance from the pheochromocytoma 
into the general circulation. This group of drugs 
includes the following substances: histamine, 
tetraethylammonium bromide, and mecholyl 
chloride. 

2. The use of compounds which are referred to 
as adrenergic-blocking agents. These substances 
presumably act by competing with the pressor 
compound secreted by the tumor at the nerve end- 
ings. They include benzodioxane, dibenamine, 
and regetin. 

The most direct and accurate method of diag- 
nosing pheochromocytomas would be to measure 
the blood or urine concentration of adrenaline and 
noradrenaline before and during paroxysms of hy- 
pertension. Some progress has been made in this 
direction by Beer and associates, Shingleton and 
Baker, and by Engel and Euler. Up to the present 
the methods are technically difficult and the re- 
sults unreliable. Much work remains to be done 
along these lines. 

X-ray diagnosis includes perirenal air injection, 
intravenous and retrograde pyelograms, and the 
use of laminagrams. Cahill has been a great pro- 
ponent of the use of perirenal air insufflation for 
the diagnosis of retroperitoneal tumors. Others 
have not found this method very helpful, and in- 
deed the possibility of air embolism is a constant 
source of danger associated with this method. 
The use of flat films of the abdomen and pyelo- 
grams will in most cases disclose an abnormal 
shadow or some displacement or deformity of the 
kidney. The use of laminagrams was reported by 
Calkins et al. in 3 patients and proved to be very 
valuable in correctly localizing the tumors. 

Treatment. The only known treatment of these 
tumors is complete surgical excision. In most in- 
stances a preoperative localization of the tumor is 
possible and one can, therefore, plan the approach 
on the basis of this fact. Generally speaking, the 
usual kidney incision combined with a resection 
of the twelfth rib is adequate. In cases in which 
one is unable to locate the exact site of the lesion it 
is perhaps best to use a transperitoneal approach 
with a vertical or transverse incision. In addition 
to exploring both adrenal areas one must also ex- 
plore carefully the region of the sympathetic nerve 
trunks, the hilar region of the kidneys, and the 
lower aorta. Grimson prefers to use a transthoracic 
approach through the bed of the eleventh rib and 
through the diaphragm. The left side is done first 
and the abdomen is explored. If the tumor is not 
located on this side a similar transthoracic, trans- 
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diaphragmatic retroperitoneal approach is made 
through the right eleventh rib bed. 

The proper management of the patients beiore, 
during, and after surgery is of vital importance if 
one is to end with a live patient. The removal of 
nonfunctioning tumors is generally nothing more 
than a technical procedure. With the functioning 
paragangliomas, however, the difficulties are 
many times greater and our discussion is based on 
the management of the latter. Apgar states that 
of the gt reported cases of pheochromocytoma in 
which surgery was employed, 15 were subjected 
to another operative procedure before the correct 
diagnosis was made. Among the patients sus- 
pected preoperatively of having pheochromocy- 
toma the mortality rate was 24 per cent, whereas 
among those in which the tumor was unsuspected, 
it was slightly higher than 50 per cent. There 
were, in addition, 16 other patients in whom pheo- 
chromocytoma was found only at autopsy and in 
whom an unrelated surgical procedure had re- 
cently been performed. Fifteen of the 16 patients 
died anywhere from 2 to 48 hours postoperatively 
from irreversible shock. Apgar also reported on 4 
patients with unsuspected pheochromocytoma 
who were operated on at the Presbyterian Hos- 
pital, New York, for other lesions. All died imme- 
diately after operation; the tumor was found at 
autopsy. Six additional patients in whom the 
tumor was found at autopsy had no symptoms 
suggesting pheochromocytoma. The facts here 
given merely serve to emphasize the malignant na- 
ture of this tumor, physiologically speaking. This 
factor is particularly common when the true na- 
ture of the lesion goes unrecognized prior to sur- 
gery. One cannot stress too strongly the necessity 
of adequate preoperative preparation of any pa- 
tient who causes the slightest suspicion of this 
tumor. 

The anesthetic management of these patients 
has been recently dealt with in detail by Apgar 
and Papper. They recommend specifically the 
prevention of anoxia (due to any one of a number 
of causes) since it results in stimulation of the 
adrenal medulla, which is just what should be 
avoided. Induction with sodium pentothal fol- 
lowed by intratracheal nitrous oxide, oxygen, and 
ether, is considered to be the anesthetic of choice. 

During operative removal of these tumors one 
must avoid excessive manipulation and massage 
of the lesion, and attempt to clamp the veins off as 
soon as possible in order to prevent the occurrence 
of excessive hypertension which can result in 
death. The use of one of the adrenolytic agents 
intravenously during the operation and up to the 
time the tumor is removed will successfully block 
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ny excessive rise in the blood pressure. Episodes 
i hypotension and collapse have occurred in pa- 

‘jents prior to removal of the tumor and in pa- 
ents not suspected of having a pheochromocy- 
yma and undergoing unrelated surgery. This is 
ue to excessive circulating pressor substances re- 
lting in acute cardiac failure and a shocklike 
ite. As we have already seen, many deaths, 
cluding the one in the case reported by us, are 
rectly attributable to this fact. 

Assuming that one has replaced volume for vol- 

ie the blood and plasma loss during operation, 

e can expect a temporary fall in the blood pres- 

re postoperatively. This may be very mild and 

insient, and require nothing further than infu- 
ons and the Trendelenburg position recom- 
ended by Bartels and Cattell. The more severe 

id prolonged hypotensive condition requires 

ore specific therapy. Cahill and Monteith rec- 

nmend the use of norepinephrine in doses of 4 

lligrams per liter of saline solution. Neosyneph- 

ie in doses of 20 milligrams per liter has also 
en used successfully. Both of these agents 
ave a marked peripheral pressor effect with less 
‘fect on the heart than epinephrine. The infu- 
on is usually continued for 24 hours, the rate of 
ow being regulated to maintain a constant nor- 
notension. 

Richards and Hatch maintain that postopera- 

ive severe hypotension and death are due to a 
combination of acute adrenal medullary and 
ortical insufficiency. They, therefore, recom- 
mend, in addition to the described measures, the 
use of aqueous adrenal extract, 10 cubic centi- 
meters to be given intravenously every hour, or 
desoxycorticosterone acetate, 5 milligrams per 
day. 

Case report. Retroperitoneal pheochromocy- 
toma (extrasuprarenal paraganglioma). F.W., a 
61 year old woman, was in good health until she 
was approximately 50 years of age, at which time 
a thyroidectomy was done elsewhere because of 
the presence of an intrathoracic goiter associated 
with episodes of difficult breathing, profuse sweat- 
ing, and a weight loss of 25 to 30 pounds. The 
symptoms occurred intermittently and persisted 
since the thyroidectomy. They were not relieved 
by the operation. She was given thyroid extract 
postoperatively but this was discontinued because 
of a progressively increasing blood pressure. Two 
years prior to this examination she had complained 
of postprandial fullness and indigestion. Roent- 
genographic studies of the stomach made at vari- 
ous times before and after dietary management 
showed a possible ulcer on the posterior wall of the 
pars media, but this defect would disappear under 
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medical management. Gastric analysis revealed 
complete anacidity following the administration 
of histamine. Gastroscopy showed a questionable 
induration of the gastric wall without definite ul- 
ceration. Occult blood was constantly present in 
the stools. Quantitative blood sugar estimations 
varied from the 158 to 228 milligrams per cent. 
The blood urea nitrogen was within normal limits. 

An exploratory laparotomy was done and when 
the stomach was palpated the patient went into 
shock on the operating table, during which time 
the blood pressure dropped to 70/40 millimeters of 
mercury. No abnormality in the stomach was dis- 
covered on palpation. The operation was tempo- 
rarily halted until the patient recovered from shock. 
On palpating the small intestines gently a second 
episode of severe shock occurred, so the operation 
was abandoned. 

The patient died within 12 hours following the 
operation, and preceding death was in collapse 
with a fever of 103 degrees Fahrenheit and a pulse 
of 140 associated with clinical and electrocardio- 
graphic evidence of acute cardiac decompensation. 

Postmortem examination revealed an oval- 
shaped, lobulated circumscribed tumor in the 
retroperitoneal tissues between the lower pole of 
the left kidney and the aorta. The external sur- 
face of the tumor was lobulated and thinly encap- 
sulated. Prominent blood vessels were seen on the 
capsular surface. Small areas of hemorrhage were 
found on cut section of the tumor. 

Under the microscope, the tumor consisted of 
nests of well differentiated cells in an alveolar ar- 
rangement. In the septae were numerous small 
capillaries. In addition, numerous large venous- 
like channels were present, several containing re- 
cent, partially organized thrombi. The tumor 
cells had abundant acidophilic cytoplasm. 

The final diagnosis was retroperitoneal pheo- 
chromocytoma, benign and extrasuprarenal. 

Comment. The tumor was not suspected pre- 
operatively. It may have been a functioning 
pheochromocytoma and could have accounted in 
part for the symptoms of which the patient com- 
plained. The shocklike episodes occurring in the 
course of the abdominal exploration may have 
been due to inadvertent massage of the tumor. 

This case is interesting from several points of 
view. First of all, this patient presented none of 
the classical clinical symptoms or signs suggestive 
of episodes of paroxysmal hypertension. Even af- 
ter the diagnosis was histologically established, 
her preoperative symptomatology was carefully 
reviewed with the patient and again a specific 
history was never established. Her main reason 
for seeking medical attention was because of a 
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Fig. 18. Extra-adrenal pheochromocytoma. Gross speci- 
men. 


sense of pressure in her right upper abdomen and 
pain in her back. In spite of the fact that this 
mass was massaged repeatedly during her many 
physical examinations, it never resulted in dis- 
comfort to the patient, nor gave rise to episodes 
suggestive of paroxysmal hypertension. Again, 
during the operation the tumor was not handled 
with the gentle respect one would ordinarily give 
such a lesion, merely because the possibility of the 
diagnosis was never considered. Yet in spite of 
this she did not go into a hypertensive reaction, 
which effect has been repeatedly described in the 
literature. The postoperative course was unevent- 
ful with a blood pressure which equalled the pre- 
operative reading. From these findings we can 
conclude that this was a case of nonfunctioning 
pheochromocytoma. 

The second point is the fact that the tumor was 
completely extra-adrenal. It was found lying 
mainly about the hilum of the right kidney. The 
right adrenal gland was completely visualized dur- 
ing the operative removal of the tumor and the 
right kidney. It appeared perfectly normal and 
was left undisturbed. The histological examina- 
tion of the specimen failed to reveal tissue which 
would suggest an adrenal origin. Thus, this is an 
example of a nonfunctioning extra-adrenal retro- 
peritoneal paraganglioma. 

The final point of interest in this case lies in the 
pathologist’s report that the tumor was histologic- 
ally malignant. We are all aware of the fact that 
the cells in this tumor may vary greatly, and al- 
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though this tumor may show cellular features sug- 
gestive of malignancy, including vein invasion, in 
the majority of cases, nevertheless, it behaves asa 
benign lesion. Unless one sees actual local ijva- 
sion or infiltration, or proves evidence of distant 
metastases, one is not justified in designating it 
malignant. However, it is significant that we had 
a nonfunctioning pheochromocytoma which was 
classified as malignant, which is in keeping with 
the findings of others—that hypertensive epi- 
sodes associated with malignant tumors are rare, 





INFREQUENT HISTOLOGIC TYPES OF 
RETROPERITONEAL TUMORS 


The remaining retroperitoneal tumors of this 
series are grouped together under the term “‘mis- 
cellaneous” because they comprise only a few 
cases and represent instances of truly rare lesions 
in this location. The following tumors are in- 
cluded here: hemangiopericytoma—1 case, meso- 
thelioma—2 cases, synovial sarcoma—1 case, 
chordoma—1 case, schwannoma—z cases, and 
xanthogranuloma—3 cases. 

Retroperitoneal hemangiopericytoma. In 1942 
Stout and Murray described a vascular tumor 
characterized by a proliferation of capillaries be- 
tween which tumor cells were solidly packed in to 
fill the spaces outside of the capillaries. These 
cells are normally found along the outer walls of 
the capillaries and are said to be a variant of the 
smooth muscle cell. In 1923 the Swiss histologist 
Zimmerman, applied the name “pericytes” to 
them and although these cells have no myofibrils 
they do have contractile powers. The term “he- 
mangiopericytoma” was applied to this tumor. 

The locations of the tumors in the 34 cases 
collected are as follows: 


NI cin s case er ene veweeeienuden 6 
is nae i ake en Damen aa a 5 
BE I 6 ok os vives iNiewreeeeenneeed 6 
RO II oss ek hake xsninnsvaesenes 6 
Retroperitoneum, mesenteric and omental re- 
SL pe eee ery 5 
Orbit, tongue, pericardium, diaphragm, ileum, 
IS i564 05 a0 caKeeencaesee 6 


The tumors varied in size but generally were 
more than 8 cm. in diameter. Five of the tumors 
recurred one or more times because of incomplete 
excision. Definite evidence of malignancy existed 
in 6 tumors and of these, 2 were in the retroperi- 
toneum. Metastases by way of the blood stream 
occurred most frequently to the bones, liver, and 
lung, in that order; there was also one metastasis 
to the lymph nodes. 

The 1 case of retroperitoneal hemangiopericy- 
toma occurred in a 20 year old female with a calci- 
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ed retroperitoneal mass diagnosed elsewhere as 
osteogenic sarcoma arising from the third lum- 

r vertebra. At operation she was found to have 

1s by 10 by 10 cm. stony hard mass situated 

thin the left psoas muscle. There was no evi- 
ice of distant metastases, but the tumor showed 
il aggressive growth by invading the third and 
irth lumbar vertebrae. Most of the tumor was 
ected, including the third left lumbar trans- 
se process, but a small amount of tumor tissue 

; suspected of being left behind in the inter- 

tebral space between L3 and Ly. This area was 
rked with silver clips and the patient received 
surse of postoperative roentgen therapy di- 
ied to this region. The microscopic pathology 
the tumor was reported as a histologically 
lignant hemangiopericytoma. This patient has 

v been followed for more than 1 year and re- 

Lins free of evidence of the tumor. 

Retroperitoneal mesothelioma. In 1942 Stout and 

irray reported the case of a solitary tumor aris- 

in the pleural cavity and having a broad at- 
chment to the pleura. From tissue culture stud- 
on the growth behavior and characteristics of 

e cells it was believed that this tumor had a 

esothelial origin and the name “mesothelioma”’ 

itary or localized) was employed. This soli- 
ry mesothelial tumor is dissimilar to the more 
quent diffuse spreading variety. The former is 
aracterized by its slow growth often to a very 
rge size; it may or may not metastasize. It is 
nenable to surgical excision. The latter type 

‘reads widely without deep penetration and sel- 
iom metastasizes. It simulates widespread meta- 
static carcinoma. In spite of the extensive pleural 
1 peritoneal involvement the tumor seldom in- 
vades the underlying viscera. 

The solitary tumor is composed of spindle- 
shaped cells accompanied by collagen and reticu- 
lar fibers. In some regions the cells are quite 
prominent, while in others the growth is so densely 
fibrous that few nuclei are seen. Foci of hemor- 
rhage and necrosis are not unusual. The diffuse 
mesothelioma is characterized histologically by 
large polyhedral cells containing an abundance of 
cytoplasm. The cells tend to occur in sheets but 
may form papillary structures. A mucoid material 
is secreted by these cells and has been shown to 
be hyaluronic acid by Meyer and Chaffee. 

The solitary or localized mesothelioma must be 
distinguished from other retroperitoneal tumors. 
Although its presence in the pleura had long been 
described under a variety of names, its true nature 
Was not recognized until Murray and Stout, by 
means of tissue culture, were able to demonstrate 
the origin of the tumor cells from mesothelial 
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Fig. 19. Retroperitoneal hemangiopericytoma. Intra- 
venous pyelogram. Distortion, rotation, and upward dis- 
placement of left kidney. Diffuse calcification of tumor. 
(Courtesy of Dr. John Pool). 


membrane. Approximately 1 year ago Stout re- 
corded the first instance ofa solitary mesothelioma 
which arose from the peritoneum. The tumor was 
situated in the retroperitoneal region and pushed 
forward between the leaves of the gastrocolic 
omentum, but not through it. The tumor was 
easily mobilized and removed intact. 

In this series there were 2 localized mesotheli- 
omas arising in the retroperitoneum; 1 metasta- 
sized and the other recurred locally after excision. 

Case 1. A 50 year old female first noticed ab- 
dominal fullness and shortness of breath 3 months 
prior to admission at the Memorial Hospital. A 
surgical exploration in another hospital revealed a 
retroperitoneal tumor which was classified as in- 
operable. On re-exploration at the Memorial 
Hospital a mass 8 by 4 by 1% centimeters was 
found to be situated between the leaves of the 
great omentum. There were 2 smaller implants, 
measuring several centimeters in diameter, which 
were situated in the pelvic peritoneum. The 
omentum with the tumor and the pelvic implants 
were resected. Fifteen months later the patient 
was readmitted with massive recurrent intra- 
abdominal cancer. She died very shortly after the 
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second admission. She received a course of post- 
operative deep x-ray therapy to the left abdomen. 

Case 2. A 37 year old white female, in July 
1949, underwent removal of a tumor from the 
pelvis in another hospital. The slides from this 
specimen were read by Arthur Purdy Stout as 
mesothelioma. Six months later the tumor re- 
curred and she was referred to the Memorial Hos- 
pital. On re-exploration an encapsulated firm 
mass about the size of a grapefruit occupied the 
pelvic retroperitoneal region. The tumor was 
fixed to the pelvic wall laterally and posteriorly, 
and the lower sigmoid and rectum were fixed to 
the anterior surface of the growth. Only a biopsy 
was done. She received a course of postoperative 
x-ray therapy. This patient died 5 months after 
her last operation. 

Retroperitoneal synovial sarcoma (malignant 
synovioma). Pack and Ariel collected 60 cases of 
synovial sarcoma observed at the Memorial Hos- 
pital over an 18 year period. This tumor occurs 
most frequently in early adult life; the average 
age in the Memorial Hospital series was 36.3 years. 

Synovial sarcomas usually occur in the extremi- 
ties, arising from synovial tissue around bursae, 
tendon sheaths, and joints. In the group reported 
from the Memorial Hospital, 96.7 per cent oc- 
curred in either the upper or lower extremity; in 2 
instances (3.3%) the tumor was found in the ab- 
dominal wall. Insofar as we are aware, there has 
never been a synovial sarcoma reported as having 
arisen from the retroperitoneal region. This case 
was not previously included in the 60 cases re- 
ported by Pack and Ariel. 

Metastases from malignant synovioma usually 
occur by means of the blood stream with the lungs 
being the most frequent site. Pulmonary metas- 
tases were present in 65 per cent of the patients 
observed by Pack and Ariel; involvement of the 
regional lymph nodes also occurred in 16.6 per 
cent of the cases. 

The treatment of choice for this tumor consists 
of wide surgical resection followed by postopera- 
tive irradiation. If the regional lymph nodes are 
involved, a radical excision of the primary tumor 
and dissection en bloc of the lymph node-bearing 
region should be done. Pack and Ariel report a re- 
currence rate of 63.3 per cent, and 26.6 per cent of 
the patients developed a second recurrence. The 
absolute 5 year survival rate was 19.1 per cent. 

Case report. A 39 year old white male experi- 
enced pain in the right lower abdominal quadrant 
of 1 month’s duration. Several weeks later he be- 
came conscious of a palpable mass in this region. 
He was referred to the Memorial Hospital where 
he was found to have a fixed mass, 12 by 15 centi- 
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meters, in the right lower quadrant. On survical 
exploration there was a large fixed retroperitoneal 
tumor in the right iliac fossa. An attempt was 
made to excise it, but this was not possible be- 
cause of its intimate fixation to bone. A residue of 
tumor was left and treated with a postoper: tive 
radium element pack placed anteriorly and poster- 
iorly to the right lower quadrant. Temporary re- 
gression in the tumor was observed. Four months 
later he was readmitted to another hospital with 
bowel obstruction. He was re-explored and found 
to have a recurrent retroperitoneal mass measur- 
ing 15 by 8 by 5 centimeters which was obstruct- 
ing the terminal ileum. A proximal ileostomy was 
performed and postoperatively he received a 
course of deep x-ray therapy with some regression 
in the size of the tumor. Six months later he de- 
veloped a massive local recurrence and died 2 
years after his first operation. The tissue removed 
at the time of his first operation proved to be a 
synovial sarcoma on histological examination. 

Retroperitoneal chordoma. Chordomaisa specific 
tumor arising from the remnants of the primitive 
notochord. It is a rare tumor whose growth is 
slow but progressive and is characterized by a 
tendency to invade bone by direct extension and 
by its ability to recur following surgical excision. 
{t can metastasize both to the regional lymph 
nodes and to distant viscera. 

The diagnosis of a sacrococcygeal chordoma will 
rarely present much difficulty. It either produces 
a bulky mass externally or within the hollow of 
the sacrum. When the growth tendency is pos- 
terior, the sacrum is invaded and destroyed rela- 
tively early in the.disease and x-ray studies of 
this region will usually show evidence of bone de- 
struction. 

When the direction of growth is anterior, it will 
eventually result in a pelvic mass and in the late 
stages a retroperitoneal intra-abdominal tumor 
will become obvious. When this occurs the diag- 
nosis becomes more difficult and one may be un- 
able to differentiate the mass from any one of the 
retroperitoneal tumors which can extend into the 
pelvis. It is also conceivable that a chordoma will 
present itself entirely as an abdominal retroperi- 
toneal mass, having arisen either from the lumbar 
or lower thoracic vertebrae. This occurs in ap- 


‘proximately 5 to 10 per cent of all chordomas. 


Case report. A 39 year old white female first 
experienced lower abdominal pain 1 month prior 
to her admission to the Memorial Hospital. In 
addition she noted progressive enlargement of her 
abdomen. Her appetite was poor and she had had 
recent episodes of hematuria. On physical exam- 
ination she was found to have a large mass occu- 
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Fig. 20. Retroperitoneal benign schwannoma. Gross specimen. 


ving the entire left half of the abdomen. It ex- 
‘nded from the left costal margin to 4 finger- 
readths above the symphysis pubis and medially 
s far as the midline. Pelvic and rectal examina- 
ions were normal. A roentgenogram of the chest 
vas normal. Films of the lumbosacral spine with 
special demonstration of the sacrum showed no 
»vidence of bone disease or destruction. A barium 
enema revealed evidence of extrinsic pressure on 
the descending colon. A retrograde pyelogram 
showed a large abdominal mass causing upward 
and medial distortion of the left kidney and me- 
dial displacement of the left ureter. 

The patient was surgically explored with the 
preoperative diagnosis of renal tumor. A tre- 
mendous neoplasm was found arising from the 
retroperitoneal space and occupying almost the 
entire left side of the abdomen. The spleen was 
normal. The kidney was displaced upward and 
medially and the descending colon was fixed over 
the growth. It invaded the abdominal wall later- 
ally and posteriorly. There were several smaller 
implants 1 to 1.5 centimeters in diameter within 
the mesentery and in the pelvis. Biopsy of the 
tumor and one of the implants was performed. 
The microscopic diagnosis was chordoma. The 
patient received a course of deep x-ray therapy to 
the left upper and lower abdomen, but the tumor 
continued to increase slowly in size and the patient 
died 2 months after her surgical exploration. 

Reiroperitoneal nerve sheath tumors. The term 
“schwannoma,” introduced by Masson and the 
term “neurilemoma,” introduced by Stout, both 


refer to a tumor of which the cells are derived 
from the neurilemma or nerve sheath, more com- 
monly referred to as the sheath of Schwann. 
When found peripherally, Stout states, these 
tumors rarely reach a size much larger than 6 cen- 
timeters in diameter; but in the mediastinum and 
retroperitoneal area they may be much larger. 

The treatment of neurilemoma generally pre- 
sents no problem. Simple surgical enucleation of 
the tumor, the capsule being left behind if neces- 
sary, will rarely result in a recurrence. For the 
malignant neurilemoma one not only excises the 
tumor and capsule, but must include an adequate 
margin of contiguous normal-appearing tissues. 
Irradiation has little or no effect on this tumor. 

Case report. A 5 year old white female was first 
admitted to the Memorial Hospital in June, 1950. 
One month before, while under treatment for 
pneumonia at another hospital, a flat plate of the 
abdomen revealed the presence of a tumor in the 
pelvis. She was referred to the Memorial Hospital 
where the tumor proved to be inoperable. 

On admission to the Memorial Hospital a hard, 
smooth, fixed pelvic mass was palpated on rectal 
examination. The patient was explored surgically 
and was found to have a tumor 6 by 5 centimeters, 
fairly well circumscribed and encapsulated, which 
occupied the retroperitoneal space of the left iliac 
fossa. The complete removal of this tumor was 
most difficult because of adhesions to numerous 
pelvic structures resulting from a previous opera- 
tion. A two stage procedure was required to re- 
move the tumor in toto, but injury to the lumbo- 
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sacral plexus left some weakness in the left foot. 
The diagnosis was malignant neurilemmoma. The 
patient remains well 3 years later. 

Retroperitoneal xanthogranuloma. In 1935 Ober- 
ling described a tumor having histologic charac- 
teristics of both a granuloma and a xanthoma, and 
to this lesion he gave the name xanthogranuloma. 
He reported 3 cases and collected 3 additional 
cases from the literature. Although the xantho- 
granuloma is capable of occurring in various re- 
gions of the body, the retroperitoneal region rep- 
resents a very characteristic localization of this 
tumor. In this location the tumor is capable of 
reaching a considerable size by expansive growth. 
As a rule, adjacent organs such as the kidneys, ad- 
renal glands, and pancreas become enclosed in the 
granulomatous tissue, but in spite of its supposedly 
benign aspects this lesion is capable of local inva- 
sion and destruction. Growth is characteristically 
slow but progressive. Recurrences are frequent; 
the granuloma is capable of spreading widely and 
death can occur either from its local or generalized 
effect. Oberling quotes the case of the patient re- 
ported by Noel and Michel-Bechet, who 4 years 
after resection of a retroperitoneal xanthogranu- 
loma died of massive local recurrence with uremia. 
The case reported by Dietrich and the one by 
Nothen are also quoted by Oberling as being exam- 
ples of xanthogranuloma, and yet at autopsy both 
of these were found to have (in addition to the 
main retroperitoneal mass) similar small nodules 
involving the liver, lungs, spleen, and _peri- 
toneum. He relates an interesting feature of this 
tumor in its ability to develop metastaticlike 
lesions at a distance, such as in the peritoneum 
and viscera. He considers these lesions as being 
related to Hand-Schueller-Christian’s disease and 
therefore resulting from multicentric foci of origin. 

The lesion is histologically characterized by its 
polymorphism, having characteristics resembling 
a granuloma more than a tumor. There are re- 
gions of definite inflammatory cell infiltration 
composed of lymphocytes, plasma cells, and 
macrophages. Elsewhere there are more dense 
and sclerotic zones and other foci showing the pro- 
liferation of histiocytes and fibrocytes which gives 
the lesion a sarcomalike appearance. The pres- 
ence of foam cells scattered more or less every- 
where form one of the most characteristic findings. 

The etiology and pathogenesis of this condition 
are unknown. Oberling, in his review of the possi- 
ble theories, proposed to explain the genesis and 
nature of this lesion and concluded that two fac- 
tors are at work in its pathogenesis: first, an in- 
flammatory process, and second, some disturbance 
of the cholesterol metabolism. 
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The treatment of the lesion is surgical excision, 
Since Oberling is of the opinion that this disease 
is related to Hand-Schueller-Christian’s dise:se, 
which at times has responded to x-ray treatment, 
he advocates the use of postoperative x-ray ther- 
apy to prevent recurrence. 

Case 1. A 5% year old white male was discoy- 
ered to have a firm, painless mass in the left iliac 
quadrant. At operation elsewhere a huge reiro- 
peritoneal mass had been found extending anteri- 
orly into the mesentery of the small bowel. The 
lesion was biopsied and the abdomen closed. The 
diagnosis of the pathologist was lymphosarcoma; 
therefore, the patient received x-ray therapy to 
the anterior abdomen but with no appreciable 
diminution in size. He was then referred to the 
Memorial Hospital for further therapy. 

In the left center of the lower abdomen was a 
huge solid, movable, nontender mass. On re-ex- 
ploration a large tumefaction 20 centimeters in 
diameter was encountered in the same location 
described. Because of the extensive involvement 
of the small intestinal mesentery the lesion was 
considered nonresectable and a biopsy only was 
taken. The pathologist’s report was that of a 
granulomatous lesion showing chronic inflamma- 
tion, edema, fibroblastic proliferation, and the 
presence of foam cells. 

The patient was given a second and more in- 
tense course of x-ray therapy through 2 anterior 
abdominal ports. The factors were 200 kv., 1.5 
millimeters of copper, 50 centimeters of target 
skin distance, 200 roentgens to 4 ports, one port 
being treated daily. The patient remained asymp- 
tomatic over the ensuing years and the mass 
gradually decreased in size. When the patient was 
last seen more than 10 years after completion of 
therapy he was in perfect health. The mass itself 
could no longer be palpated with certainty. 

Case 2. A 40 year old white female complained 
of intermittent, vague discomfort in the upper 
abdomen associated with occasional vomiting of 
2 years’ duration. She was operated on elsewhere 
for chronic cholecystitis, but at operation she was 
found to have a large retroperitoneal mass occu- 
pying the right upper abdomen. The abdomen 
was closed and she was referred to the Memorial 
Hospital for treatment. On examination a 
rounded, nontender and immovable mass was 
found in the right upper abdominal quadrant. 
Gastrointestinal roentgenograms revealed a filling 
defect in the region of the antrum due to extrinsic 
pressure. A barium enema revealed some fixation 
and angulation of the transverse colon just distal 
to the hepatic flexure which was caused by an ex- 
trinsic mass. 
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At operation a firm indurated tumor mass 
measuring 6 centimeters in diameter was found 
arising from the retroperitoneal region and ex- 
tending into the mesentery of the small bowel. It 
was believed this mass could not be resected with- 
out compromising the circulation of the small 
bowel. It was biopsied and showed a chronic 
granulomatous inflammatory process with foam 
cells. The patient received no postoperative x-ray 
therapy and when last seen, more than 5 years 
ago, had remained well and asymptomatic with 
persistence of the abdominal mass which had not 
increased in size. 


THE TREATMENT OF RETROPERITONEAL TUMORS 


The most effective treatment for primary retro- 
peritoneal tumors, which offers the greatest pros- 
pect of cure, is operative intervention and surgical 
excision. The earlier the diagnosis and surgery, 
the better are the results. The best chance for 
cure lies with the surgeon who first sees the pa- 
tient. Retroperitoneal tumors are known for their 
ability to recur, and although the commonly 
quoted figure of recurrence is said to be 33 per 
cent, in actual fact this percentage is higher— 
probably closer to 50 per cent—because most of 
the statistics are based on cases either not ade- 
quately followed up or observed for an insufficient 
length of time. Tumors become increasingly ma- 
lignant with each recurrence, and reoperation be- 
comes increasingly difficult and more hazardous 
for the patient; consequently the chances of cure 
become progressively less. No surgeon should 
perform an exploratory operation unless he is 
qualified to proceed with the actual removal of the 
tumor, provided it is resectable. Patients with 
generalized peritoneal metastases or diffuse in- 
volvement of the lungs, liver, or bone are natur- 
ally classified as the absolute inoperable group. 
The acceptance of inoperability here is obvious to 
any physician. There is, however, a group of 
tumors designated as relatively inoperable be- 
cause of local technical difficulties, in which group 
the training, experience, and clinical judgment of 
the surgeon are most important. Some patients 
who have had an exploratory procedure for a re- 
troperitoneal tumor which has been pronounced 
inoperable are entitled to another chance by a 
different surgeon, provided, of course, the reason 
for not resecting the lesion is proved distant dis- 
semination or local invasion of the vital struc- 
tures. This has been the policy at the Memorial 
Hospital, and many of the patients who had been 
declared inoperable elsewhere and were then re- 
ferred to the institution were subsequently re- 
operated on here with some success. It is likewise 
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folly to refuse to operate because of what is con- 
sidered to be an inoperable malignant neoplasm in 
a patient presenting a huge abdominal mass but 
with no distant evidence. Other things being 
equal, the patient is entitled to the benefit of at 
least an exploration for it may prove the lesion to 
be benign and amenable to successful removal, or 
if it is malignant, one may be surprised to achieve 
a relative success under difficult circumstances. 

The retroperitoneum is not a readily accessible 
portion of the body and the difficulties encountered 
by the surgeon in operating on tumors in this por- 
tion may be truly formidable. Adequate exposure 
is a prime prerequisite for success. There is con- 
stant danger of injury to any one of a large num- 
ber of important retroperitoneal structures and 
organs. This is true particularly of the many 
blood vessels present, any one of which may re- 
tract out of the field and give rise to troublesome, 
if not fatal, hemorrhage in the deep recesses of the 
retroperitoneum. Wide, clear exposure is impor- 
tant, especially in patients in whom the tumor is 
intimately adherent to the aorta, inferior vena 
cava, or other major vessels and the utmost in skill 
and caution is required to prevent a fatal accident. 

There are several approaches available to the 
retroperitoneum and the one employed in any 
given case will depend largely on the location of 
the tumor and its size. Most of the retroperi- 
toneal tumors have been approached by the lum- 
bar route (an oblique or transverse incision) with 
or without one or more rib resections, by the trans- 
peritoneal route, and, more recently, by a com- 
bined thoracoabdominal approach. 

Frank states that in the group of cases reviewed 
by him the paramedian, transperitoneal incision 
was used in 84.6 per cent of the cases. Donnelly 
estimates the transperitoneal approach was used 
in 95 per cent of the cases reported in the litera- 
ture. The advantage of the transperitoneal ap- 
proach lies in the far better exposure one gets than 
with the ordinary lumbar extraperitoneal route. 
However, more recently described extraperitoneal 
approaches, including those described by Sweetser, 
Nagamatsu, and Hinman, offer greatly improved 
exposures to the retroperitoneum. We have re- 
cently employed these approaches with increasing 
frequency and considerable satisfaction. 

The combined thoracoabdominal approach 
used so successfully for lesions of the lower 
esophagus and stomach and in other situations 
has also been recently employed by us for retro- 
peritoneal tumors of the upper and middle ab- 
domen. The exposure achieved was very gratify- 
ing and allowed for a more thorough and meticu- 
lous dissection, which made it an ideal approach. 
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Fig. 21. Incisions for exposure and removal of retroperi- 
toneal tumors. a, Abdominothoracic incision (Garlock); 
b, abdominothoracic incision (employed by Pack and 
Tabah); c, dorsolumbar incision (Nagamatsu); d, T-shaped 
incision (Young); e, extraperitoneal anterior incision 





(Cabot); f, abdominolumbar incision (Hinman); g, lum- 
boilioinguinal incision (Morris); h, Sweetser modification 
of Cabot incision; i, abdominothoracic incision (Hum- 
phrey); j, oblique flank incision; and k, transverse flank 
incision. 





a <—-. a san 2 ce 


ee ee a on 


PACK, TABAH: PRIMARY RETROPERITONEAL TUMORS 


The following useful approaches to the retro- 
peritoneum are summarized. 

1. Extraperitoneal approach 

. Oblique lumbar or flank incision 

. Transverse lumbar or flank incision 
Hess incision or flank incision combined 
with rib resection 

. Cabot incision. Anterior right-angled 
extraperitoneal incision 
Sweetser modification of the Cabot inci- 
sion 
Nagamatsu or dorsolumbar incision 

. Hinman incision. Abdominoiliac original 
incision 

. Morris incision. Lumboiliac original inci- 
sion 

2. Transperitoneal approach 

a. Transverse incision 
b. Vertical incision 
c. Young’s T-incision 
3. Combined thoracoabdominal approach 
a. Humphrey incision 
b. Garlock incision 
c. Upper oblique abdominothoracic incision 

Flank incision to the retroperitoneal approach. 
The oblique flank incision is the usual incision for 
nephrectomy. With the patient on his side the in- 
cision begins at the outer edge of the erector spinae 
muscle and level with the twelfth rib. It is con- 
tinued downward and forward to a point about 2 
centimeters above the highest point of the iliac 
crest. The usual length of the incision is 4 to 5 
inches, but the opening may be enlarged by an 
anterior extension. The muscles are divided in 
the line of the incision down to the transversalis 
fascia. The fascia is opened to expose the peri- 
renal fat, or Gerta’s capsule, the quadratus lum- 
borum muscle, and the retroperitoneum. 

The transverse flank incision. This commences 
like the oblique incision at the outer edge of the 
erector spinae but runs forward in a transverse 
direction across the flank. The deeper portions of 
the incision are similar to those described previ- 
ously. The exposure with the previous 2 incisions 
is rather limited and except for smaller tumors 
situated in the perirenal region the approach 
leaves much to be desired. Its principal advan- 
tage lies in the very low mortality and morbidity. 

Oblique flank incision combined with rib resection 
(Hess incision). The incision is made directly over 
the middle of the twelfth rib. The rib is exposed in 
the usual manner and resected. The incision is ex- 
tended through the skin and muscle for an addi- 
tional 1 to 2 inches anteriorly. The transversalis 
fascia is opened and the peritoneum is pushed for- 
ward. Posteriorly, the transversalis fascia is fur- 
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ther opened with the finger, care being taken to 
reflect the pleura upward under the costal margin. 
If the pleura is opened it can be repaired immedi- 
ately by suture. This incision gives a wider ex- 
posure of the kidney and perirenal region. 

Cabot incision. This is an extraperitoneal an- 
terior right-angled incision which can be made 
with the patient flat on his back. The incision 
consists of a horizontal limb commencing at the 
midline just above the umbilicus and extending 
transversely across the abdomen and the flanks. 
The vertical limb of the incision extends upward 
close to the midline below the xiphoid. The inci- 
sion goes through the skin, muscle, and fascia only 
and the large triangular flap created is then re- 
tracted over the rib margin. The unopened peri- 
toneum is pushed medially. The incision affords 
wide and excellent exposure for tumors in the 
lumbar region. 

Sweetser modification of the Cabot incision. More 
recently Sweetser modified Cabot’s approach by 
placing the patient in the lateral position. The 
usual oblique incision in the flank is made, through 
which the retroperitoneum or kidney can be ex- 
plored. After the decision to resect the tumor, the 
incision is extended downward and forward across 
the rectus muscle to a point in the midline half 
way between the umbilicus and the symphysis 
pubis. The vertical limb of the incision is similar 
to Cabot’s. The abdominal wall and abdominal 
contents enclosed in the peritoneum fall away by 
gravity toward the opposite side which exposes 
the retroperitoneal space on that side. The ad- 
vantage of this incision over Cabot’s is that it does 
not cut across one or more nerve trunks of the ab- 
dominal wall. 

The Hinman incision and the Morris incision. 
Both of these incisions are particularly useful for 
extensive lumbar tumors extending down into the 
lower abdomen or pelvis. Hinman’s incision was 
originally designed to care for a retroperitoneal 
lumbar and pelvic lymph node dissection in cases 
of teratomas of the testis. The patient is placed 
flat on his back and the incision commences at the 
lower outer border of the rectus muscle and ex- 
tends upward for some distance along the edge of 
the rectus. Then it curves out to a point just be- 
low the tip of the twelfth rib and parallels the lower 
border of that rib for about half its length. The 
fascia of the external oblique, internal oblique, 
transversalis, and latissimus dorsi muscles is di- 
vided in the line of the incision. The peritoneum is 
stripped medially to expose the retroperitoneal 
space. One can expose in succession the psoas 
muscle with the ureter over it, the lower pole of 
the kidney, the aorta, and the inferior vena cava. 
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In the pelvis the common iliac and the external 
and internal iliac vessels can be readily visualized. 

The Morris (or lumboilioinguinal) approach. 
This affords a similar exposure of the retroperi- 
toneal space as the one just described. With this 
approach, however, the patient is supported from 
30 to 35 degrees on his good side. The incision be- 
gins at the outer edge of the erector spinae muscle, 
just below the twelfth rib, and runs obliquely 
downward and forward to a point 1 inch internal 
to the anterior superior spine of the ilium. The 
incision is continued 1 inch above and parallel to 
Poupart’s ligament as far as the external ring. 
The skin and muscles are divided to the peri- 
toneum. The latter are then reflected medially 
mainly with the blunt finger or gauze dissection 
to expose the retroperitoneum. This incision was 
originally designed to expose the entire length of 
the ureter for a retroperitoneal approach. 

The Nagamatsu or dorsolumbar approach. This 
is an extrapleural, extraperitoneal technique 
which allows an excellent exposure of tumors situ- 
ated in the upper retroperitoneal paravertebral 
region. It was originally designed for exposure of 
adrenal tumors and high-fixed kidneys. Basically, 
this approach removes the barrier of the lower 
ribs by excising short segments of the lower 3 ribs 
posterior to the angle. This allows retraction up- 
ward of the lower thoracic cage with the attached 
diaphragm and contained costophrenic angle. 
Anteriorly, the incision extends downward and 
forward; actually, the extent and direction of the 
anterior limb will depend upon the extent and 
position of the tumor. The exposure is extra- 
pleural and extraperitoneal and, besides offering 
excellent exposure to the upper retroperitoneum, 
is free from the danger of pleural or peritoneal 
contamination. 

Transperitoneal approach. ‘The various inci- 
sions available for entering the peritoneal cavity 
are known to general surgeons and will not be dis- 
cussed in detail. The type of incision used will 
depend on the location and size of the mass. It 
perhaps makes little difference whether one em- 
ploys a transverse or vertical incision just so the 
incision is adequate in length and optimum in 
position. A very useful approach is Young’s 
T-shaped transperitoneal incision, not unlike 
Cabot’s or Sweetser’s incision; its main difference 
is that the peritoneal cavity is entered. 

Combined thoracoabdominal incision. The com- 
bined thoracoabdominal incision is used with in- 
creasing frequency. The incision was designed 
originally for operations involving the esophagus 
and cardia of the stomach. Its use was later ex- 
tended by Carter for splenectomy in cases of large 
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splenomegaly. Satinsky and Blakemore late 
each reported on its use for portacaval anastomo. 
sis, Ripstein for lesions of the biliary tree, and 
Pack for right hepatic total lobectomy. This ap. 
proach has been used in several of our patients 
having tumors in the retroperitoneal regions of the 
upper abdomen and midabdomen. There is a 
slight increase in morbidity consisting mainly of 
pleural effusion and intercostal neuralgia, but 
these are not serious and are greatly outweighed § 
by the wider and unexcelled exposure. The ease 
of exposure in turn allows a more rapid and thor- 
ough performance of the operation and this again 
more than compensates for the additional time 
required to make and close the incision. 

Humphrey’s incision reported in 1946 consists 
of an upper oblique incision beginning at the costal 
margin at the level of the eighth intercostal space 
to a point just to the right of the midline about 2 
centimeters above the umbilicus. The left rectus 
muscle is divided. The incision is then continued 
through the eighth intercostal space to the poster- 
ior axillary line into the thorax, dividing the costal 
arch in the line of the incision. The diaphragm is 
split radially from its origin at the costal margin as 
far as the esophageal hiatus. For our purpose it is 
rarely necessary to split the diaphragm as far as 
the esophagus inasmuch as one can stop 3 or 4 
centimeters short of that point without losing any 
of the advantages of the exposure. 

Garlock begins his procedure with a 5 inch inci- 
sion along the outer edge of the rectus muscle. 
The incision is then extended along the line of the 
eighth intercostal space. The costal margin is 
divided as before and the diaphragm is split par- 
tially down in a radial manner toward the esopha- 
geal hiatus. 

The incision we prefer extends obliquely across 
both sides of the abdomen at a slightly higher level 
and enters the chest through the ninth intercostal 
space. The incision begins about 2 inches below 
the rib margin on one side and runs obliquely up- 
ward toward the ninth intercostal space on the 
opposite side. The incision is continued through 
the costal margin at this point and up through the 
ninth intercostal space into the thorax. The dia- 
phragm is split as described previously. By 
adjusting the operating table a greater exposure of 
the upper abdomen is obtained. 

After exposure of the retroperitoneum by one or 
another of the described approaches it is impera- 
tive to determine whether the tumor is benign or 
malignant prior to any type of definitive surgery. 
A frozen section will usually suffice to provide the 
answer although only rarely will the pathologist 
be able to give an exact histologic diagnosis. If 
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the lesion proves benign then naturally one would 
not carry out a procedure that might jeopardize 
the patient’s life. The entire tumor should be re- 
moved if at all possible. Should the surgeon fail to 
determine beforehand whether a tumor is malig- 
nant and his efforts at surgical excision are inade- 
quate, then he has done that patient irreparable 
harm and the opportunity for cure is lost. Subse- 
quent surgical attempts, no matter how radical 
i they may be, will prove more difficult with less 
chance of success. 

If the tumor proves to be malignant then the 
surgeon can undertake a more extensive and rad- 
ical excision, knowing full well that the only chance 
of cure in the majority of these cases lies with this 
form of attack. This may entail partial bowel re- 
section, nephrectomy, partial pancreatectomy, 
splenectomy, partial gastrectomy, and even par- 
tial hepatectomy. The malignant retroperitoneal 
tumors are, on the whole, quite invasive, and ad- 
herence or infiltration of the adjacent structures is 
quite frequent. 

It is significant that in 86 of our cases (71.6%) it 
was specifically recorded that the tumor infil- 
trated or was intimately adherent to the adjacent 
organs. In ro cases there was no involvement of 
the adjacent organs and in the remainder no men- 
tion of this fact was made. In 47 cases (39%) 
major blood vessels (and this included either the 
aorta, the inferior vena cava, or the renal, celiac 
superior mesenteric vessels or one or more of the 
major pelvic vessels) were invaded or lay sur- 
rounded by tumor. This finding was lacking in 41 
cases (34%) and not recorded in the remainder. 
These 2 findings, the latter in particular, were 
mainly responsible for the high percentage of in- 
operability. Certain blood vessels in the retro- 
peritoneum can be sacrificed if necessary with lit- 
tle or no harmful effect to the patient. For ex- 
ample, the inferior vena cava may have to be li- 
gated and excised; this is not fatal provided it is 
done below the level of the renal veins. On the 
other hand, intimate involvement of the renal 
pedicle on one side may necessitate sacrificing the 
kidney involved. Knowledge of the exact status 
and function of the opposite kidney is imperative. 
With involvement of the splenic vessels a splenec- 
tomy would naturally be indicated. Not infre- 
quently a major blood vessel becomes occluded 
gradually over a period of months by a pro- 
gressively enlarging tumor. Under such circum- 
stances adequate collateral vessels become estab- 
lished so that at surgery the tumor with the in- 
volved blood vessels can be sacrificed with impu- 
nity. This was seen in several of the cases in which 
the tumor located in the pelvis obliterated the 
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common or external iliac vessels with little or no 
disability insofar as the circulation of the limb was 
concerned. In the future improved results of 
treatment can be anticipated by a combination of 
earlier diagnosis, more aggressive surgery, and 
means of reconstructing or repairing major or 
vital blood vessels which one may find necessary 
to sacrifice because of tumor involvement. 


ANALYSIS OF TREATMENT IN 120 CASES OF 
RETROPERITONEAL TUMORS 


In 59 cases (49%). the patient sought medical 
advice within a period of 1 month after the onset 
of the initial symptoms, and in 86 cases (71.8%) 
the patients went to their doctor within the first 3 
months. The remainder sought advice anywhere 
up to 2 years later. Donnelly found the average 
duration of symptoms in his group of patients be- 
fore they presented themselves for treatment to be 
9.4 months. In our group the delay averaged 4.2 
months. 

The next delay occurred between the time the 
patient saw a doctor to the time treatment was 
first instituted. For the 72 patients who received 
their initial treatment elsewhere this delay aver- 
aged 2.2 months, and for 44 patients whose initial 
treatment took place at the Memorial Hospital it 
averaged just slightly less than 1 month. Thus, 
the total time of delay from the time of the first 
symptom until first treatment averaged between 5 
and 6 months. 

Andrews reported an operability rate of 7.4 per 
cent, Judd and Larsen, in a review of 44 cases of 
retroperitoneal sarcoma, found an operability rate 
of 32 per cent, Donnelly reported a rate of 35 per 
cent, and Newman and Pinck, 36.3 per cent. 

Of the total of these 65 patients whose treat- 
ment elsewhere was known, 54, or 83 per cent, had 
been considered inoperable in that only partial ex- 
cision of the tumor was possible or they were ex- 
plored and subjected to biopsy only, or else they 
were given postoperative x-ray therapy in addi- 
tion. Three had x-ray therapy alone. In only 11 
patients (16.9%) had total excision of the tumor 
been effected prior to admission. Of the remain- 
ing 54 patients with malignant tumors (seen sub- 
sequently at the Memorial Hospital) 30 under- 
went additional surgical exploration as there was 
not sufficient evidence to indicate absolute inop- 
erability. In this re-explored group it was possible 
to carry out total surgical excision of the tumor in 
14 cases (46.7%), a worthwhile effort. 

Of the 38 patients with malignant tumors 
(64.5%) treated initially at the Memorial Hospi- 
tal, 30, or 78.9 per cent, had tumors which were 
considered either nonresectable on exploration or 
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TABLE VII.— RADICAL SURGERY AT THE MEMO- 
RIAL HOSPITAL FOR MALIGNANT RETRO- 
PERITONEAL TUMORS WHICH’ WERE CON- 
SIDERED INOPERABLE ELSEWHERE 


Number 
of 








Histologic type 
of 


Survival following the operation 


at the Memorial Hospital 


tumor cases 





Ganglioneuroma I Living without cancer 8 years. *1 





Neuroblastoma I Died with cancer 10 months 





Died with cancer 6 months 


Embryonal Rhabdomyosar- 2 ie h 
Living without cancer 3 months 
I 


coma 





Rhabdomyosarcoma Living with cancer 7 months 





Died with cancer 13 months 





Leiomyosarcoma Living without cancer 9 months 





Operative death 





Lost to follow-up with cancer 7 
months *2 





Liposarcoma Lost to follow-up with cancer 1 


month *1 





Living with cancer 6 months 





Mesothelioma Died with cancer 15 months 





Malignant schwannoma Living without cancer 18 months 





Hemangiopericytoma 


Total 


Living without cancer 12 months 





5 Living without cancer 





2 Living with cancer 





2 Lost to follow-up with cancer 











7 1 5 Died with cancer 
*1, X-ray therapy in addition given at the Memorial Hospital 
*2. Partial excision had been performed previously 





only partially resectable and they were given 
x-ray therapy or no treatment at all. In 21.1 per 
cent of the patients a definite attempt at curative 
surgical extirpation was done. The majority of in- 
stances in which no attempt was made surgically 
to remove the tumor were in the earlier group of 
cases; within the past decade more patients have 
been subjected to more determined efforts at re- 
moval of the tumor. 


RADIATION THERAPY 


Radiotherapy plays a definite part in the man- 
agement of certain of these retroperitoneal tum- 
ors. Although it rarely cures, palliation may be 
achieved with resultant decrease in pain, increase 
in the sense of well-being, and prolongation of life. 
In general, the indications for irradiation are the 
following: 

1. Inoperable retroperitoneal tumors. Its use 
in this group of patients is almost axiomatic since 
there is practically nothing left to offer. It is often 
surprising to find good response by a tumor or- 
dinarily considered to be radioresistant. Large in- 
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TABLE VIII.—END RESULTS OF X-RAY THERAPy 
IN NONRESECTABLE RETROPERITONEAL 
TUMORS AT THE MEMORIAL HOSPITAL 











Total 
Cases 


Lost to 


Dead follow-up 


Survival period 





Total cases 42 34 7 





I-12 months 25 aI 4 





13-24 months 9 8 I 





2-3 years 2 2 ° 





3-5 years 2 I I 

















More than 5 years 4 2") 1*2 





*, Patient with liposarcoma died from cancer more than 6 years after 
treatment. 

Patient with Hodgkin’s disease died from other causes, free of cancer, 
12 years after treatment. 

* Patient with lymphosarcoma lost to follow-up, free of cancer 13 years 
after treatment. 

*; Patient with sarcoma of undetermined histogenesis living free of can- 
cer 8 years after treatment. 


operable tumors may shrink sufficiently in size as 
to make removal possible with less shock and op- 
erative mortality. Donnelly found that in 17, or 
77 per cent, of 22 patients treated by deep x-ray 
therapy there was a decrease in the size of the 
tumor mass, which indicated a certain degree of 
radiosensitivity. Judd and Larson reported that 
in 30 of 32 patients treated with x-rays the tumors 
were radiosensitive. Newman and Pinck state 
that 4 patients with an inoperable tumor were 
treated wholly with high voltage x-rays. Two of 
these failed to show improvement, but 2 showed 
marked improvement, as manifested by a de- 
crease in the size of the tumor mass, relief of pain, 
and a subjective feeling of well-being. In our 
group of patients with malignant tumors, 41 re- 
ceived only x-ray therapy; diagnosis was made 
either by exploratory laparotomy and biopsy at 
Memorial Hospital or elsewhere, or at autopsy. 

The results of treatment are not good except for 
the fact that the patients had advanced inoper- 
able cancers. The patients living more than 5 
years after completion of the x-ray therapy include 
1 with liposarcoma who lived more than 6 years 
before dying from his disease, 1 with Hodgkin’sdis- 
ease who lived for 12 years and then died of other 
causes (still free of disease), and 1 with sarcoma of 
undetermined histogenesis who died from cancer 
8 years later. One patient with lymphosarcoma 
was lost to follow-up, but was still free of evidence 
after 13 years; 2 patients with benign fibromas 
treated by x-ray therapy were still alive and well 
after 7 and 14 years, respectively, although still 
showing evidence of residual tumor. 

2. The next group of tumors for which x-ray 
therapy is indicated consists of recurring tumors 
following previous attempts at resection. 
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TABLE IX.—-END RESULTS OF TREATMENT OF MALIGNANT RETROPERITONEAL 
TUMORS AT THE MEMORIAL HOSPITAL 








Laparotomy | Laparotomy and x-ray therapy Excision Radical excisioa 





Histologic : ~ y . a ie 
type of tumor Died | Lost | Living | Living| Died | Lost | Living | Living 
with | to fol- |without| with | with | to fol- |without] with 
disease | low-up | di: disease | disease | low-up | disease | disease 


Living | Living| Died 
without} with with 
disease | disease 








Total cases 9 I I 4 47 8 I 2 10 4 9 





Rhabdomyosarcoma 2 ° ° I 8 ° ° I I 2 5 





Liposarcoma ° I 9 ° I I I 2 I 


n our 
AI re- 
made 
psy at 
sy. 

pt for 
1oper- 
han 5 
iclude 
years 
1’s dis- 
’ other 
yma of 
cancer 
rcoma 
idence 
romas 
d well 
h still 


| x-ray 
umors 





Leiomycsarcoma 


° 





Lymphosarcoma 





Hodgkin’s disease 





Sarcoma of undetermine 
histogenesis 





Carcinoma 





Fibrosarcoma 





Neuroblastoma 





Ganglioneuroma 





Mesothelioma 





Myxoma 





Malignant schwannoma 





Hemangiopericytoma 





Synovial sarcoma 





Chordoma 





Pheochromocytoma 
(extra-adrenal) 















































3. Cases wherein residual tumor is left behind 
because of its adherence to, or infiltration of, some 
vital organ. A very useful procedure in this re- 
gard is to mark the area and extent of the residual 
tumor at the time of operation with MacKenzie 
silver clips. X-ray films of the abdomen in vari- 
ous planes after operation will permit irradiation 
to be directed much more accurately to the site of 
the residual tumor. 

4. Certain radiosensitive tumors are better 
treated with x-rays than with surgery. This ap- 
plies particularly to the group of malignant retro- 
peritoneal lymphomas, i.e., giant follicular lym- 
phosarcomas and Hodgkin’s disease. These lesions 
are generally of multicentric origin, and treatment 
with surgery is restricted to those early cases of 
unicentric origin and those in which the tumors 
are situated in more readily accessible areas such 
as in the neck, groin, or axilla. 

5. Finally, x-ray therapy is recommended as an 
adjuvant to surgery for some malignant neoplasms 
such as the rhabdomyosarcomas (the embryonal 
variety in particular), neuroblastomas, and all 
other undifferentiated and anaplastic sarcomas. 
Wittenborg has indicated that in neuroblastoma 


their practice is to give postoperative irradiation 
as soon as possible after surgical treatment. The 
patients are brought directly from the operating 
room to the x-ray therapy department and treat- 
ment is initiated on the day of operation. They 
have found that immediate postoperative x-ray 
therapy given to children with air doses to the skin 
of from 1,400 to 1,800 roentgens, within 7 to ro days, 
does not result in wound breakdown. The same 
principle of treatment has been used at the Boston 
Children’s Hospital in the treatment of Wilms’ 
tumor of the kidney, where the survival rate rose 
from 32 per cent with surgical excision alone to 47 
per cent with surgery and postoperative irradia- 
tion. The more recent use of this combined form 
of therapy will undoubtedly effect improved fu- 
ture results in the management of many retro- 
peritoneal tumors. 


METASTASES FROM RETROPERITONEAL TUMORS 


Metastases from the specific types of retro- 
peritoneal tumors are recorded in the analysis of 
each group. Forty of our retroperitoneal tumors 
are known to have metastasized, an incidence of 
33-3 per cent among the 120 cases. In 49 patients 
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TABLE X.—MALIGNANT RETROPERITONEAL TUMORS-—-SUMMARY OF END RESULTS 


Total 


cases 


Indeterminate 


Histologic type 
f cases (*d) 


of tumor 


Determinate 
cases 





Survival _ 
without 
cancer 5 

yrs. or more 


Living without 
cancer 
under 5 yrs. 


Died with 
cancer 


Living with 
cancer 





Total cases 8 95 


Io Io 








Rhabdomyosarcoma ° 


4 I 





Liposarcoma 


4 2 





Leiomyosarcoma 











Lymphosarcoma 





Hodgkin’s disease 





Sarcoma of undetermined 


histogenesis 








Carcinoma 





Fibrosarcoma 





Neuroblastoma 





Ganglioneuroma 

















Mesothelioma 











Myxoma 





Malignant schwannoma 





Hemangiopericytoma 














Synovial sarcoma 





| 





Chordo ma 








I ° ° | ° 





- 
| 
bac 
| 
| 


Pheochromocytoma 





° | ° I | ° 





*a Lost track of, 13 years, without cancer 
*b Living—8 years. 


there were no metastases and in the remainder it 


was not known whether metastases had occurred 
or not. The majority of the patients in this last 
group had undergone surgical treatment else- 
where and were referred to the Memorial Hospital 
for radiation therapy. 

In our cases metastases occurred to the lymph 
nodes in 11 cases, to the lungs in g cases, to the 
liver in 6 cases, and to the omentum, mesentery, 
and peritoneum (multiple intraperitoneal me- 
tastases) in 5 instances. There were g additional 
cases showing multiple metastases to the liver, 
lungs, bones, nodes, and other viscera, including 
the spleen, kidney, pancreas, and spinal cord. 


OPERATIVE MORTALITY RATE FOR 
RETROPERITONEAL TUMORS 


The operative mortality following the removal 
of retroperitoneal tumors reported in the liter- 
ature varied from 16 to 25 per cent. In the 107 
cases reviewed by Frank there was an operative 
mortality of 18.4 per cent. Pemberton and 
McCoughan reported a 20 per cent mortality for 
a series of 42 cases, and Van Wahlendorf reported 
a 25 per cent mortality for a series of 113 cases. 

Among our group of patients there were 85 who 
underwent either primary or secondary surgical 


*c Lost track of, 614 years, without cancer 
*d Indeterminate cases—those lost to follow-up for less than 5 years, 


treatment of one sort or another at the Memorial 
Hospital. In this group there were 5 operative 
deaths and 4 delayed deaths which occurred while 
the patient was still in the hospital and within a 
period of 2 months after surgery. This makes an 
operative mortality of 10.8 per cent, which is 
much lower than the quoted average. 
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Reticulum Cell Sarcoma Primary in the Skull. Re- 
port of 3 Cases. VANCE M. STRANGE and ALFRED 
A. DE LorimiER. Am. J. Roentg., 1954, 71: 40. 


The authors report 3 cases of reticulum cell sar- 
coma which developed primarily in the skull. All 3 
cases were proven by microscopic examination and 
representative sections are presented, along with 
roentgenograms of the skull. Apparently no such 
cases have been previously described. 

Cases 1 and 2 showed evidence of erosion of the 
outer aspect of the inner table, with outward con- 
cavity and dissolution of the outer table—an indica- 
tion of origin in the diploetic cancellous structure. 
Both cases showed sequestration, perhaps due to 
tumor infarctions, described histopathologically, and 
they both showed perpendicular striations indicating 
infiltration of a neoplasm through porous channels 
in the outer table with apparent fibro-osteoid reac- 
tion of the epicranium. The lesions responded 
promptly to relatively low tumor dosage, with no 
evidence of recurrence after more than 7 years. 

The third case differed somewhat. Roentgen- 
ography indicated dissolution of the outer table and 
evidence of very little erosion of the outer aspect of 
the inner table. There was no evidence of perpen- 
dicular striations in the soft tumor tumefaction. 
When first seen there was evidence of extension into 
regional lymph nodes adjacent to the parotid gland. 

Although reports by others indicate that males are 
involved more frequently than females in this type 
of lesion, and that most patients are in the age 
group of less than 4o years, all 3 of the authors’ 
patients were females, their ages being 48, 50, and 
66 years. Witu1aM T, Fitts, Jr., M D. 


Early and Late Repair of Facial Defects Following 
Treatment of Malignancy. F. X. PALerta. 
Plastic & Reconstr. Surg., 1954, 13: 95. 


Repair of the surgical defect following excision of 
cancers of the face is important. Immediate or early 
repair is feasible when the tumor is small and fairly 
well differentiated and the surgeon is fairly certain 
that all cancer has been removed. Direct closure, 
local adjacent flaps, or free full-thickness grafts 
from the supraclavicular space can be used to repair 
such small defects. When the tumor is large, undif- 
ferentiated, recurrent, or is invading deeper struc- 
tures it is safer to delay repair. Prostheses are useful 
for patients awaiting late repair or for those in 
whom reconstruction is not contemplated. Delayed 
repair is accomplished by the use of local adjacent 
flaps, or pedicled flaps from the neck, chest, or arm. 
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Twelve cases of malignant skin tumors of the face 
are presented to illustrate primary repair, the use of 
prostheses, and delayed repair. The simplest pro- 
cedure that replaces the tissue being reconstructed, 
that simulates its color and texture, with cognizance 
of Langer’s lines and nerve and muscle continuity 
should be the method of choice. 

Harvey W. Baker, M.D. 


Ectopic Salivary Gland Tumors; Recognition and 


Management. THomAs RAy BROADBENT and 
FRANK W. Masters. Plastic & Reconstr. Surg., 
1954, 13: 95. 


Thirty-three cases of salivary gland tumors ex- 
cluding all tumors of the major parotid, submaxil- 
lary, and sublingual glands are analyzed. These 
ectopic salivary gland tumors appear most often in 
the posterior portion of the hard palate. They are 
found also in the soft palate, the buccal mucosa, the 
gum, pharynx, tongue, lips, and skin of the face and 
neck, They resemble histologically the benign 
and malignant tumors of the major salivary glands. 

A high rate of local recurrence following treatment 
of these tumors is reported. The recurrence is 
usually due to inadequate primary excision. Cervical 
lymph node metastases of the malignant tumors may 
also occur. The results of treatment by electro- 
coagulation and x-irradiation are generally unsatis- 
factory. Initial radical excision offers the best 
chance for cure of all histologic types of ectopic 
salivary gland tumors. The most common of these 
tumors, i.e., in the hard palate, is adequately man- 
aged by wide subperiosteal resection. Reconstruc- 
tion of massive operative defects can be satisfactori- 
ly carried out by available plastic procedures. 

The authors join in the general disagreement with 
McFarland who, in 1936, discouraged the excision 
of small tumors of the salivary glands. 

Harvey W. Baker, M.D. 


Differentiated Mucoepidermoid Tumors of the 
Salivary Glands. Raut A. MarciAL-Rojas and 
SHELDON C. Sommers. Arch. Otolar., Chic., 1954, 
59: 135. 

Two cases of salivary gland mucoepidermoid 
tumors are presented in order to present the various 
histologic sequences that can be illustrated by the 
interplay of hyperplasia, metaplasia, and neoplasia 
in an organ such as a salivary gland tumor. The 
authors suggest that the salivary gland mucoepider- 
moid tumors be limited to a well defined group of 
relatively well differentiated and rather benign 
tumors. The differentiated mucoepidermoid sali- 
vary tumors are relatively slow growing and radio- 
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sensitive tumors unlike many salivary gland cancers. 
Microscopically, the cancers are composed of numer- 
ous dilated acini filled with mucus and lined by tall 
cuboidal cells markedly distended with mucus. In 
significant and striking groups of acini, the epithelial 
lining has undergone squamous metaplasia, which 
is characterized by well formed squamous epitheli- 
um, with intercellular bridges and keratinization. 
The lining epithelium has undergone marked squam- 
ous mucous metaplasia. The more malignant variant 
of mucoepidermoid tumor described by Stewart and 
his associates is considered to be chiefly either an un- 
differentiated adenocarcinoma or an adenoacan- 
thoma of salivary gland origin. 

The 2 cases are presented to bear out and to rec- 
ommend the term ‘‘mucoepidermoid tumor” as a 
definite differentiated salivary tumor which is accu- 
rately descriptive of a well defined group of relatively 
benign tumors, in contradistinction to the more 
malignant undifferentiated varieties described in the 
literature. Joun E. Karasin, M.D. 


Mixed Tumors of Salivary Gland Origin Occurring 
in the Palate. James F. Gavin. Arch. Otolar., 
Chic., 1954, 59: 204. 

Although mixed tumors of salivary gland origin 
occurring in the palate are rare, the author observed 
7 within a period of 4 years. Diagnosis by biopsy 
was not too reliable as the resected specimen often 
differed histopathologically. Total surgical removal 
by enucleation, if possible, is recommended as the 
tumors are radioresistant; however, recurrence is 
common, a possible cause being incision of the tumor 
capsule for biopsy. These tumors may also metasta- 
size, and in one case, unconfirmed by autopsy, there 
was a possible skull metastasis. The pathogenesis, 
pathology, and treatment of these tumors is dis- 
cussed and details are given of each of the author’s 
7 cases. L. R. C. AGNEw, M.D. 


Cylindromas of Major and Minor Salivary Gland 
Origin. N. W. Wawro and Grorce McADAms. 
Arch. Surg., 1954, 68: 252. 


The authors present 18 cases of cylindromas of 
salivary gland origin. Twelve of these were located 
in the parotid gland, 2 in the submaxillary gland, 3 
in the palate, and 1 was located at the base of the 
tongue. A discussion of the gross and microscopic 
features of this tumor is reviewed. The natural 
history of slow growth, with frequent recurrences, 
and delayed lymph node and visceral metastasis is 
illustrated by brief abstracts of 9 of their cases. 

The malignant nature of the cylindroma is empha- 
sized. The authors recommend radical surgical 
removal of the primary lesion, combined with homo- 
lateral neck dissection in the presence of enlarged 
cervical nodes, or limited to upper neck dissection in 
the absence of enlarged nodes. When the tumor 
arises in a minor salivary gland the excision may, of 
necessity, be limited by the local anatomy. 

The failure of irradiation to control the tumor is 
noted in this series. Tuomas W. SuHIEtps, M.D. 
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Root Resection in the Management of Fractures of 
the Mandible. J.S. Knicut. Brit. J. Plast. Surg., 
1954, 6: 304. 

The author presents 2 case reports in which a lone 
molar lying with its anterior root in a mandibular 
fracture line was preserved for extraoral fixation. The 
anterior root was cut from the tooth, the incision 
starting at the amelocemental junction and extend- 
ing to the bifurcation of the roots. The root socket 
and fracture were lightly packed with % inch ribbon 
gauze and the exposed pulp surface was treated with 
a minute quantity of pure phenol. The fracture was 
then reduced and immobilized by the most suitable 
method, with utilization of the involved molar. 

Eart H. KiasBunne, M.D. 


EYE 


Eye Emergencies. FRANK W. NEWELL. Med. Clin. N. 
America, 1954, 38: 225. 


Many serious and disabling eye conditions are 
responsive to therapy and relatively easy to diagnose 
early in their course. However, if treatment is 
neglected until specialized attention is available, the 
delay may well prove disastrous to the eye. Thus, 
the responsibility for initiating the care which may 
mean the difference between sight and blindness 
commonly falls upon the general practitioner who 
first sees the patient. 

Only minimal equipment is necessary: a pencil 
flashlight, an ophthalmoscope, a Snellen chart, 0.5 
per cent pontocaine solution, and 2 per cent fluores- 
cein solution. 

Ocular emergencies are broadly divided into those 
occurring spontaneously (medical) and those follow- 
ing trauma. 

Medical emergencies are classified according to the 
most prominent presenting symptom or sign, viz.: 

1. The red eye 

2. The painful eye 

3. Loss of vision 
Each of these headings are amplified with clarity and 
practical understanding. 

Simple ocular injuries and their emergency care 
are discussed. A very safe and effective method of 
removing superficial corneal foreign bodies by means 
or irrigation is described. 

This article is highly recommended to senior 
medical students and general practitioners. 

J. Winston Duccan, M.D. 


Management of Acute Ocular Lime Burns. WALTER 
Z. RuNDLES, JR., and JAMES R. Quinn. Am. J. 
Ophth., 1954, 37: 200. 


Following the successful treatment of 4 patients 
with lime burns, the authors conducted a series of 
experiments on rabbits, to corroborate their im- 
pression that their manner of treatment is superior 
to existing regimes. 

All 4 of these patients acquired their injuries while 
plastering. They were treated first with mydriatics, 
antiseptics, heat, and pads, and the usual hydrosul- 
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fasol in castor oil. When no improvement occurred, 
the patients were put on cortisone solution or oint- 
ments instead of hydrosulfasol. All other medica- 
tions were continued. There was immediate im- 
provement in all cases. 

Animal experiments with rabbits were then car- 
ried out. Corneal lime burns were produced with 
calcium hydroxide powder, then treated with atro- 
pine, sulfacetimide ointment, and 1.5 per cent corti- 
sone in lanolin ointment. Progress was followed for 
21 days. After varying periods of time the animals 
were killed and pathological examinations were 
made. 

In the discussion, the authors state that cortisone 
promotes more rapid healing with less inflammatory 
reaction and with less symblepharon and neovascu- 
larization. They also explained the rationale of concur- 
rent medications such as antiseptics, atropine, hot 
packs, and vaseline pads. In conclusion the follow- 
ing routine is recommended: (1) immediate irrigation 
with water—neutralization with weak acids may be 
harmful; (2) local application of cortisone every 2 
hours while the patient is awake; (3) antiseptics; (4) 
atropine three times daily and to per cent neo- 
synephrine also if the pupil is miotic; (5) vaseline pad 
until no corneal stain appears; (6) hot packs four 
times daily; and (7) local anesthetics and analgesics 
as needed. ALBERT C. FRELL, M.D. 


Exenteration of the Orbit, and Use of an Alginate 
Mold for Applying Skin Grafts. JEAN M. Dot- 
LAR and Mary Savory. Brit.J. Ophth., 1954, 38: 39. 


Exenteration of the orbit as an operation for 
malignant disease must be regarded as an unsatis- 
factory procedure, but it may be the best that one 
can do and it may be useful as a palliative measure 
for pain or impending fungation. 

The technique of exenteration is described in 
detail. 

The cavity may be grafted immediately, but a 
delay of approximately 2 weeks permits granulations 
to cover a large part of the walls and thus facilitate 
successful grafting. 

The success of a skin graft depends mainly on the 
fact that the whole surface is held in contact with 
the receptor area by firm even pressure The use of 
an alginate mold for this purpose is discussed and 
amply illustrated. 

Two types of prostheses are described and 
illustrated. J. Winston Duccan, M.D. 


Observations on the Etiology of Retrolental Fibro- 
plasia. Harry D. Gorpon, Luta LuscHENCO, and 
Ivan Hix. Bull. Johns Hopkins Hosp., 1954, 94: 34. 


At the Colorado General Hospital in Denver a 
sharp rise in the incidence of retrolental fibroplasia 
occurred in 1950 after the nurseries were transferred 
to new quarters in which oxygen was made easily 
available by piping from a central supply, thus cir- 
cumventing the change of tanks by nursery person- 
nel. At this period the oxygen flow in the incubators 
resulted in concentrations well over 60 per cent. 
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In the next period it was demonstrated that in- 
fants could be raised successfully with incubator con- 
centrations of only 30 to 4o per cent oxygen and with 
this regimen they could be weaned more quickly to 
room air. The restriction of oxygen was associated 
with no increase in mortality and led to a marked 
drop in the incidence of retrolental fibroplasia over a 
2 year period. James E. LEBENSOHN, M.D. 


Annular Peripheral Retinal Detachment. H. B. 


STALLARD. Brit. J. Ophth., 1954, 38: 115. 


The author records 6 cases in which this condition 
occurred. In 3 patients both eyes were involved, 
and in the others the condition was unilateral, 
Annular peripheral retinal detachment, which is 
likely to involve the choroid and thus give the de- 
tachment a dark appearance, has been misdiagnosed 
as ring melanoma of the choroid. Recovery may be 
spontaneous, or diathermy, which was uniformly 
successful, may be required. 

J. Jack Stokes, M.D. 


EAR 


Surgery of Congenital Atresia of the External 
Auditory Canal. Pierce W. THEOBALD. Arch. 
Otolar., Chic., 1954, 59: 87. 


A series of 14 operations for congenital atresia of 
the external auditory canal is reported. They were 
performed on 12 patients, of whom 10 had complete, 
and 2 had partial, atresia. These patients had a 
total of 13 siblings, only 2 of whom showed any 
congenital deformity. The gestation period and 
birth of all patients were reported as normal. No 
patient was operated on unless it could be ascer- 
tained that he had potential hearing in the ear to 
undergo surgery. Roentgenograms were taken of 
the mastoids of all the patients, but the films did 
not offer definitive help as regards the presence or 
absence of an external canal. 

The surgical technique used was similar to that 


reported by Pattee. A horizontal incision was made 


just anterior to the rudimentary auricle. At approx- 
imately the desired location of the new canal the 
incision was carried forward in a semicircular fashion 
toward the cheek to provide a small skin flap to re- 
flect into the canal. At this point it was found help- 
ful to remove as much subcutaneous tissue as pos- 
sible to prevent the tendency of the canal to become 
too small after operation. After exposure of the 
cortex no evidence of a bony canal could be observed 
in any of the cases with complete atresia. This find- 
ing reveals only the temporomandibular joint and 
mastoid tip as landmarks. Accordingly, the removal 
of the cortex and mastoid had to be done with ex- 
treme care until the middle ear cavity was located. 
The dura was exposed in 5 of the 14 ears but without 
complication. 
Upon finding the middle ear cavity a plate of solid 
bone was seen where the tympanic membrane would 
otherwise be. In all of the cases the middle ear cavity 
had to be opened sufficiently to expose the ossicles 
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adequately. Of the rz ears operated on, in which 
atresia was complete, the ossicles were removed in 
all but x. In 7 of these 10 ears from which the os- 
sicles were removed the incus and malleus were 
fused. This finding is readily understandable since 
the incus and malleus are formed from Meckel’s 
cartilage. In 2 of the other 3 cases the incus only 
was removed and in 1 case the unfused incus and 
malleus were removed. In the latter case the malleus 
was malformed. The facial nerve was never en- 
countered in other than its normal location in any 
of the 14 ears. 

After removal of the ossicles split-thickness skin 
grafts from the thigh were used to line the mastoid 
cavity and cover the opening into the middle ear. 
More recently the author has found it better to en- 
large the opening to the middle ear and make it a 
part of the so-called radical mastoid cavity. The 
graft is then placed directly over the stapes and 
medial wall of the middle ear. The soft tissue over- 
lying the mastoid may be grafted all the way to the 
edge of the skin at this time but the author believes 
that packing the wound open and laying grafts over 
the soft tissue about 10 days after the original sur- 
gery gives better results. 

Hearing was improved to the practical level in 5 
of the 11 ears with complete atresia. Stapes fixation 
was noted in 1 ear and a secondary fenestration 
operation is contemplated at a later date. 

Joun J. BALLENGER, M.D. 


MOUTH 


Submucous Cleft Palate. 
Plast. Surg., 1954, 6: 264. 


James CALNAN. Brit. J. 


Submucous cleft palate is a relatively rare con- 
genital deformity in which there is imperfect muscle 
union across the velum; the palate is short and 
velopharyngeal closure is incompetent, so that 
speech is nasal in quality and may be unintelligible. 

The cause is unknown. Pathologically, there is a 
deficiency in the bone of the posterior edge of the 
hard palate. The palatal mucosa is unusually thin. 
There is no muscle union and no median raphe 
down the midline of the velum. Often the velum is 
markedly shortened. Microscopically, there is a 
lack of muscle union across the cleft or poorly de- 
veloped muscle fibers which lack organization in a 
matrix of fibrous tissue. 

Clinically, speech is noted to be deficient since 
infancy. Rhinolalia and rhinophonia are present. 
The palate is mobile but short. The submucous 
cleft can be seen and felt, as can the notch or defect 
in the posterior border of the hard palate. Trans- 
illumination of the velum will confirm the cleft. 
The shortness of the velum can be confirmed by 
lateral soft tissue x-ray films or cine radiograms of 
the palate during speech. Congenitally short palate 
with muscular union, cerebral agenesis, paralysis of 
the palate, the “tonsillectomy palate,” functional 
thinolalia, and rhinolalia following adenoidectomy 
must be considered in the differential diagnosis, 
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Treatment is a V-Y retroposition of the palate 
and surgical excision of the submucous portion of 
the cleft. 

Eighteen patients with submucous clefts were 
studied and treated. The results and conclusions 
drawn from this study are presented. 

Ear H. Kiasunnbe, M.D. 


Gingival Eosinophilic Granuloma (Su un caso di 
granuloma eosinofilo a sede gengivale: epulide a 
cellule eosinofile). Grorcio TAppEI. Arch. ital. 
mal. app. diger., 1953, 19: 280. 


A 47 year old female was found to have an eosino- 
philic granuloma involving the gingival margin of the 
lower right first premolar tooth. This was first noted 
4 months earlier when it was about the size of a rice 
grain. It gradually increased to the size of an almond. 
This tumor was not painful, but interfered with 
mastication. A blood count revealed an eosinophilia 
of 8 per cent. A clinical diagnosis of epulis was made 
and the mass, including the root of the first premolar, 
was excised. A 2 year follow-up study failed to re- 
veal any evidence of recurrence. The microscopic 
diagnosis was that of eosinophilic granuloma. 

A review of the subject and various theories as to 
the cause of eosinophilic granuloma are presented. 
Trauma, infection, and allergy are considered as 
possible causes. In this patient the 8 per cent eosino- 
phil count leads the author to believe that the granu- 
loma is on an allergic basis, the cause of which is 
not known. Lucian J. Fronputi, M.D. 


NECK 


Nonsuppurative Subacute Thyroiditis (Les thy- 
roidites subaigués non suppurées). L. DE GENNES 
and H. Bricarre. Presse med., 1953, p. 1708. 


The authors point out that the subject of thy- 
roiditis is not a new one and briefly review some of 
the contributions to the study of thyroiditis. They 
classically distinguish two large groups of thyroidi- 
tis. The first group is that of chronic thyroiditis 
which is comprised of the struma lymphomatosum, 
Riedel’s struma, and the fibrotic thyroiditis. The 
second large group is the subacute thyroiditis which 
again may be broken down to the suppurative or the 
nonsuppurative, and further to the secondary thy- 
roiditis and the primary thyroiditis. 

The subject of this article is primarily concerned 
with the nonsuppurative subacute thyroiditis. Three 
cases are presented in some detail to illustrate cases 
of nonsuppurative thyroiditis in which a pre-existing 
infection has been known to be present and the or- 
ganism involved is known, the second appearing in 
the course of a furunculosis and the third case fol- 
lowing a pharyngitis. 

The authors outline the etiologic circumstances 
which may be present in thyroiditis and describe the 
clinical appearance of the patient with the disease. 
They point out that the laboratory confirmation by 
the diminution in the fixation of radioactive iodine 
is a helpful diagnostic point. 
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The evolution of the disease is described in con- 
siderable detail. It is pointed out that most cases of 
thyroiditis of the subacute variety that are nonsup- 
purative will subside. 

The diagnostic problems involved in subacute thy- 
roiditis are discussed in considerable detail and the 
frequent confusion of the disease with carcinoma is 
pointed out. 

The pathology was studied in a few cases with 
either ill-advised surgery or from biopsies taken from 
the specimen. 

The authors lean toward the use of radiation ther- 
apy for this type of thyroiditis, advising the adminis- 
tration of from 500 to 2,000 roentgens in divided 
doses. The use of antibiotics in the cases in which 
the offending organism is evident has given good re- 
sults in their hands. The production of a fibrous type 
of persistent thyroid tumor following use of an anti- 
biotic is mentioned. The authors recognize that the 
spontaneous subsidence of the disease makes the 
evaluation of any therapeutic measure difficult in 
this type of case. Tuomas C. Douctass, M.D. 


Radioiodine Treatment of Thyrotoxicosis: A Single 
Dose Method Following a Drug Preparation. 
RUSSELL FRASER, JOHN D. Assatt, and F. S. 
Stewart. Brit. J. Radiol., 1954, 27: 23. 

The use of radioiodine in the treatment of thyro- 
toxicosis is well established. The dosages of the 
radioactive drugs, however, are difficult to calculate. 
The authors propose a plan of treatment whereby it 
may be possible to determine the dosage of radio- 
active iodine more accurately. Most of the patients 
treated by the authors were 45 years of age or more. 
This age was selected with the idea that if irradiation 
of the thyroid or any other part of the body by 
radioactive iodine were to incite a neoplasm it would 
probably take about 20 years to make itself manifest. 
At the end of this time the patient would nearly have 
lived out his full life span. 

The present methods of estimating the dosage of 
radioactive iodine entail the risk of myxedema in 
approximately 17 per cent of the cases; therefore, 
many of the dosages were fractionated, two or more 
doses being required. Oftentimes the full clinical 
response to radioactive iodine did not take place 
until after 3 months. The authors propose a pre- 
liminary control of the thyrotoxicosis with an anti- 
thyroid drug, thereby allowing detection of recur- 
rences with greater alacrity. Furthermore, it is 
hoped by the use of the preliminary treatment that 
some of the many variables may be brought under 
control. It was conceived possible to increase the 
effective half-life of the radioactive iodine by in- 
creasing its stay within the gland. Furthermore, it 
was thought possible to create a more even distribu- 
tion of the radioactive iodine throughout the gland. 

The plan of the preliminary treatment was to use 
the antithyroid drug, methylthiouracil, in dosages 
of approximately 600 mgm. a day along with 1-thy- 
roxine 0.1 mgm. per day until the patient was euthy- 
roid. The second phase of the plan represented a 
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continuation of the first plan; however, a decreased 
dosage of methylthiouracil of 300 mgm. per day and 
1-thyroxine 0.15 to 0.3 mgm. per day was used for 
approximately 2 weeks. The medication was dis- 
continued 4 days before the planned day of treat- 
ment. Three different dosage levels of radioactive 
iodine were used to obtain too microcuries, 150 mi- 
crocuries, or 250 microcuries of radioactivity per esti- 
mated gram of the gland. The patients studied 


‘were followed up over an interval of 12 months. 


At the end of 1 year’s time, 81 per cent of the pa- 
tients treated had returned to normal—normalcy 
manifested by the metabolic rate, and the urinary 
radioiodine and plasma cholesterol tests. There was 
a relapse rate of 16 per cent and permanent myxede- 
ma in 3 per cent. The total number of cases was 32. 
In the 5 cases of relapse, this was clinically evident 
at the end of 3 months. In the group of relapses all 
had received atypical drug preparations in that they 
had not followed the prearranged schedule of thiour- 
acil and thyroxine preparation, and also 4 of 5 had 
received the lowest planned dosage, which is consid- 
ered suboptimal. With the subsidence of the thyro- 
toxicosis the gland size reverted to normal, unless 
the gland had been nodular. Cases. with mild 
exophthalmos regressed to normal. Those with se- 
vere eye signs did not progress or worsen. 

It was found that with the preliminary drug prep- 
aration the mean effective half-life for all the dose 
groups could be increased. This increased effective 
half-life is accounted for on the basis of a greater 
retention of the radioactive iodine within the gland. 
The authors believe that the treatment of thyrotoxi- 
cosis as outlined by them will permit more accurate 
dosage and a higher frequency of satisfactory one- 
dose treatment. Ricuarp L, Lawton, M.D. 


Research Study on the Frequency of Malignant 
Tumors in Hyperthyroidism (Ricerche statistiche 
sulla frequenza dei tumori maligni negli iperti- 
roidei). Gavosto, F., CALcrATI, A., and TEDESCHI, 
M. Minerva med., Tor., 1954, 45: 9. 


The authors present an analysis of 8,600 cases of 
malignant tumor, based on records taken from the 
files of various clinics and institutions all over the 
world, in an effort to ascertain the relationship (if 
any) between hyperthyroidism and malignancies in 
general. Only cases of proven malignancy and of 
Basedow’s disease were selected and care was taken 
to exclude those cases in which hyperthyroidism ap- 
peared after the malignancy was first discovered, as 
well as all cases of carcinoma of the thyroid. : 

Results of the analysis of the 8,600 cases indi- 
cated that only in 19 cases did matignancy occur fol- 
lowing previous hyperthyroidism or Basedow’s 
disease. The breakdown of these 19 cases is as fol- 
lows: 13, or .o12 per cent of 1,056 patients, had car- 
cinoma of the breast; 3, or .003 per cent of 972 pa- 
tients, had carcinoma of the uterus; 1, or .004 per 
cent of 253 patients, had carcinoma of the ovary; 
and 2, or .oor per cent of 2,366 patients, had carci- 
noma of the small bowel. 
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The striking incidence of carcinoma of the female 
genital tract and particularly of carcinoma of the 
breast is evident. The coexistence of hyper- 
thyroidism and malignancies, excepting those of the 
female genital tract and breast, is observed only 
rarely. When such coexistence is present, usually 
the breast or female genital tract is involved. It 
would appear that an affinity exists for carcinoma 
of the genital tract and breast in females following 
hyperthyroidism, whereas there appears to be an 
antagonism toward the occurrence of carcinoma in 
other organs following hyperthyroidism. 

The laws of probability and chance support the 
thesis that in Basedow’s disease there exists fertile 
ground for the establishment of carcinoma of the 
breast followed by carcinoma of the genital tract 
rather than by carcinoma of other areas, with due 
consideration of the age groups involved. ‘Basedow’s 
disease is a disease of young people whereas carci- 
noma is an older person’s disease. 

In general, hyperthyroidism constitutes an un- 
favorable factor for the subsequent development of 
neoplasm except for certain organs, and it makes 
little difference whether thyroidectomy was pre- 
viously performed. 

An attempt to correlate biochemical cellular 
metabolism in hyperthyroidism to explain the sub- 
sequent development of neoplasm is not possible. 
In fact, many of the biologic phenomena created by 
hyperthyroidism are exactly the opposite of what is 
found in cancerous degeneration in tissues and cells. 
In the latter there is hypercholesterol metabolism, 
whereas in the former hypocholesterolemia occurs. 
This is only one of the facts which gives support to 
the theory that hyperthyroidism and cancer are 
antagonistic. However, when specific carcinogenic 
agents are applied, hyperthyroidism per se cannot 
neutralize these agents. 
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The pituitary has been shown to have an effect 
on genital neoplasms in general, and particularly 
neoplasms of the mammary gland. The thyroid 
likewise may be similarly influenced in this regard. 
Both hyperthyroidism and the growth of cancer 
may be, therefore, parallel expressions of other fac- 
tors, particularly of the hyperpituitary state so 
frequent in premenopausal women. 

FRANK O. Franco, M.D. 


Tumor of the Glomus Jugulare. Report of a Case. 
CHARLES E. Towson and Francis J. McNELIs. 
Arch. Otolar., Chic., 1954, 59: 152. 


The glomus jugulare is a small ovoid body us- 
ually located in the adventitia of the dome of the 
jugular bulb. It was originally described by Guild 
in 1941. In 1945 a tumor of this structure was first 
reported, and subsequently several more have been 
recorded. A brief review of the literature is given in 
the present article, and details of yet another tumor 
of the glomus jugulare is presented. 

L. R. C. AGNEw, M.D. 


Tumor Involving the Laryngeal Cartilages. ALBERT 
Eurticu. Arch. Otolar., Chic., 1954, 59: 178. 


This would appear to be the first report of tumor 
metastases to the thyroid and cricoid cartilages. 
In 100 consecutive autopsies of patients with neo- 
plastic disease there were 5 cases of metastases to 
these cartilages from carcinomas, 2 from chronic 
myelogenous leucemia, and 1 case from multiple 
myeloma. Hyaline cartilage is sparsely supplied 
with blood and lymph vessels. However, in the 
cancer age group, bony metaplasia of the laryngeal 
cartilages frequently occurs, and if there is also 
generalized tumor involvement of bone, metastases 
to these ossified cartilages may occur. 

L. R. C. AGNEw, M.D. 


SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Metabolic Disorders in Head Injury. Survey of 76 
Consecutive Cases. G. Hiccins, WALPOLE LEWIN, 
J. R. P. O’Brien, and W. H. Taytor. Lancet, 
Lond., 1954, 1: 61. 


This report, from the Radcliffe Infirmary, Oxford, 
comprises a biochemical investigation of 76 con- 
secutive patients with major closed head injuries, 
who remained unconscious for more than 12 hours 
after injury. A standardized graduated program of 
tube feedings was established whereby no intra- 
venous fluids other than blood were given. The 
details of the feedings are given. The results of the 
studies were based upon determinations of the blood 
urea, the plasma protein, the blood sugar, the serum 
sodium and potassium, the plasma chloride and 
bicarbonate, the urinary chloride, and the urinary 
protein. 

Group I consisted of 8 patients who had normal 
biochemical findings from the time of injury to the 
time of recovering consciousness. None died. 

Group II consisted of 50 patients who showed 
transient biochemical abnormalities which dis- 
appeared spontaneously without specific therapy. 
Twelve of these patients died. The abnormalities 
included a transient proteinuria, an increase in the 
blood urea level, a low plasma protein level, and a 
glycosuria. 

Group III consisted of 18 patients whose abnor- 
malities were severe, persistent, and progressive 
unless reversed by specific treatments. There were 
11 deaths in this group. 

Nine patients evidenced a hyperchloremia and hy- 
pochloruria which was treated by withholding so- 
dium chloride. A high fluid intake was maintained 
to increase the total loss of sodium by way of the 
kidney. Of the 6 patients who recovered, all re- 
gained the power of excreting sodium and chloride 
ions in the urine. The primary defect of the syn- 
drome presumably is in an inability of the kidneys 
to excrete the chloride ion. 

Five patients presented findings of hypochloremia 
and hyperchloruria. Three of these 5 patients died. 
This syndrome developed after 7 to 12 days and in 
the 3 patients who died it lasted from 1 to 3 months. 

Treatment provided a high sodium chloride intake 
and desoxycorticosterone acetate. The treatment 
resulted in a progressive fall in the plasma-sodium 
and plasma-chloride levels and the signs of dehydra- 
tion disappeared. The cause of the excessive urinary 
loss of sodium and chloride is still unknown and 
awaits further investigation. 

Water deficiency developed in two groups of 
patients and was considered as a sequela of the 
management of the injury rather than of the injury 
itself. 


NERVOUS SYSTEM 


Two patients, as a result of hyperpnea, developed 
a respiratory alkalosis, and treatment was directed 
toward reduction of the hyperactivity of the 
respiratory center. 

Three patients in whom a renal uremia developed, 
died. No gross pathological changes were seen in the 
kidneys, nor did the histological appearance cor- 
respond to that of the “crush” syndrome. 

The mortality in this series of 76 cases was 30 per 
cent, and although the authors did not attempt to 
assess the effect of the metabolic disorders upon the 
death rate, nevertheless it was observed that there 
were no deaths among those patients in whom the 
biochemical findings remained normal, whereas in 
the group with transient disturbances the mortality 
rate was 24 per cent. In the group with major dis- 
orders the mortality rate was 61 per cent. The 
etiology of certain of these disorders remains in ques- 
tion. Evidence has been accumulating that there is 
a connection between the brain and kidney function. 
In patients dying after hyperchloremia, damage was 
found on the under surface of the frontal lobes sug- 
gesting that damage to this part of the brain may 
possibly provoke renal dysfunction. Of the 18 
patients with major metabolic disorders, therapeutic 
“‘biochemical” correction was successful in 12, of 
whom 7 survived. Metabolic disorders play a part in 
the mortality of head injury and their prevention and ff 
correction must form an integral part of the basic 
management of the patient with head injury. 

W. EuGENE STERN, M.D. 


Orientation in Carotid Angiography for Cerebral 
Tumors (Orientamenti sulla carotidografia nei 
tumori cerebrali). CARLO Porta and ALpo GATTonI. 

* Tumori, Milano, 1953, 39: 607. 


In recent years, cerebral angiography has been 
used extensively for a variety of neurological disor- 
ders. This procedure has been shown to have a defi- 
nite value in the diagnosis and accurate localization 
of intracranial neoplasms. As a supplement to ven- 
triculography, cerebral angiography has significantly 
increased the accuracy of the preoperative diagnosis 
of intracranial tumors. In cases in which other pro- 
cedures are dangerous or impractical, carotid angi- 
ography has furnished the only method of arriving 
at an accurate diagnosis. However, cerebral angi- 
ography should not be considered as a substitute for 
other equally valuable diagnostic procedures. 

The technique used in this report is the percuta- 
neous method for both carotid and vertebral angiog- 
raphy. Sensitivity tests were conducted on all pa- 
tients. A 35 per cent solution of pielosyl was injected 
into the artery and anteroposterior and lateral views 
were taken at a kvm. between 85 and 87, ma. of 
150, 0.35 sec. (54ma./sec.). A Bucky diaphragm and 
serial roentgenographs were taken in both views. 
Diagnosis of brain tumors is made from the devia- 
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tions of the arterial anatomy in the brain. Two 
general distinctions are introduced. Direct displace- 
ment of an artery is in a semicircular direction about 
the area of the neoplasm. Indirect displacement, 
as occurs in edematous regions about the neoplasm 
usually causes a displacement of the entire arterial 
branch. In such cases the artery has a normal rela- 
tion to other branches. This distinction is of par- 
ticular importance in displacements of the anterior 
cerebral artery, the anatomy of which has a wide 
degree of variation. 

A series of 61 cases which showed evidence of in- 
tracranial neoplasm by arteriography was analyzed. 
The various tumors of the cerebrum were charac- 
terized by the following changes on arteriography: 
Frontal tumors 

a. Frontobasilar: the carotid siphon is compressed 
and pushed posteriorly, and the anterior cerebral ar- 
tery is deviated posterioly and across the midline. 

b. Parasagittal: the carotid siphon is compressed 
and the anterior cerebral artery is pushed anteriorly 
and across the midline. 

c. Frontoparietal: the carotid siphon is compressed, 
the anterior cerebral artery is pushed medially, and 
the middle cerebral artery is displaced inferiorly. 

d. Deep frontal: the anterior cerebral artery is ele- 
vated and displaced medially. 

Parietal tumors show a medial displacement of the 
anterior cerebral artery; the pericallosal artery is low- 
ered as is the middle cerebral artery. 

Temporal lobe tumors 

a. Inferior temporal lobe lesion: there is a medial 
displacement of the carotid siphon.- The middle ce- 
rebral artery is elevated and displaced anteriorly. 
The sylvian vessels lose their normal tortuosity and 
are displaced medially. 

b. Middle and posterior temporal lobe lesion: the 
middle cerebral artery is elevated and displaced an- 
teriorly and medially. The sylvian vessels are 
elongated. 

The characteristic arteriographic appearance of 
various types of tumors is then presented. 

Glioblastoma multiforme usually reveals an ab- 
normal blood supply with numerous small blood ves- 
sels that anastomose and form arteriovenous fistulas. 
The displacement is usually not proportional to the 
size of the tumor. The vascularization is richest at 
the periphery of the tumor. Metastatic tumors show 
multiple foci of abnormal circulation, with large ser- 
piginous vessels also forming arteriovenous fistulas. 
These lesions are rarely in the posterior fossa and are 
seen most commonly in the temporal and parietal 
lobe. Meningosarcomas have an appearance similar 
to that of the glioblastoma group. The vessels, how- 
ever, are of larger caliber and are frequently supplied 
by the external carotid artery via the middle menin- 
geal artery. There usually is a significant shift pe- 
ripheral in localization. The oligodendrogliomas 
show a wide shift of the arterial trunks with poor 
vascularity to the tumor bed. Astrocytomas usually 
do not have an abnormal circulation, but their cen- 
tral location causes displacement of the main cere- 
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bral arteries. Angiomas are evidently visualized by 
the large tortuous vessels and the arteriovenous 
anastomosis. 

These observations were based on a detailed anal- 
ysis of 61 cases, and this report is accompanied by 
numerous carotid roentgenographs and clinical and 
pathological data concerning each of the cases 
studied. Roranp A. Manrrept, M.D. 


Decompression of Ganglion and Posterior Root of 
Fifth Nerve for Trigeminal Neuralgia. Davin 
CLEVELAND and EpWARD JERN KIEFER. Arch. 
Otolar., Chic., 1954, 59: 30. 


The authors, neurosurgeons in Milwaukee, Wis- 
consin, report their experiences in the performance 
of 8 operations for the relief of major trigeminal 
neuralgia following a modified ‘decompression of 
the ganglion and posterior root of the fifth cranial 
nerve”. The authors employed the standard extra- 
dural approach of Frazier. The dura propria at the 
lateral half of the sheath of the ganglion is incised 
lengthwise to the dural fold at the petrous ridge. 
Just lateral to this fold the dura is incised under the 
temporal lobe for a distance of % inch and then, 
after inspection of the intradural space and the 
opening occupied by the posterior root, the dural 
fold is divided between hemostats. This modified 
procedure is performed more easily and with less 
danger of hemorrhage than the original intradural 
Taarnhgj operation. 

The maximum period of follow-up is 19 months; 
there have been no recurrences of pain in the 8 patients 
so treated. In every instance, there has been a slight 
temporary spotty sensory loss. In 1 patient, the 
relief of pain was not immediate but continued over a 
period of 8 days after which time the patient was 
completely free of pain. The authors believe that in 
the postoperative period the absence of anesthesia 
in the trigger zones indicates that anesthesia in these 
zones is not necessary for pain relief. 

No satisfactory reason is offered for the relief of 
pain by this operation. The gratifying results of the 
authors warrant further trial of this procedure. For 
patients whose physical state is not strong and whose 
life span is relatively short the standard posterior 
root section is still recommended. Although details 
are not presented, the authors append 14 additional 
cases. Complete relief of pain occurred in 13 and 
partial relief in 1. One patient required reoperation 
because of the recurrence of pain in the first division 
and at the second operation the entire ganglion 
sheath was opened. The patient has been pain-free 
thereafter. W. EuGENE STERN, M.D. 


SPINAL CORD AND ITS COVERINGS 


Clinical and Pathological Studies on Sacrococcygeal 
Chordomas (Contributo clinico ed anatomo-patolo- 
gico allo studio dei cordomi sacro-coccigei). I. ABBO. 
Rass. ital. chir. med., 1953, 2: 843. 


A rare case of sacrococcygeal chordoma is pre- 
sented with a review of the literature on this subject. 
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A 73 year old farmer entered the clinic with a 1 
year history of constipation, polyuria, and difficulty 
in starting the stream. This progressed to episodes 
of intermittent intestinal obstruction and _ finally 
precipitated his entry into the clinic with acute 
urinary retention. There was a past history of back 
injury with severe sciatica which improved after 
6 weeks of conservative therapy 20 years prior to 
the present illness. 

A suprapubic cystotomy was performed under 
general anesthesia because of the impossibility of 
catheterization. Roentgenographic studies demon- 
strated a large osteolytic defect in the sacrum and 
coccyx which appeared to outline the posterior limits 
of a tumor mass. A barium meal study showed that 
there was an almost complete obstruction of the 
large bowel at the level of the sigmoid colon. An 
exploratory laparotomy was performed and a large 
irregularly outlined firm mass was seen projecting 
from the retroperitoneal space of the pelvis, adherent 
to bone posteriorly, which precluded any attempts 
at radical surgery. Numerous biopsies were taken 
and a colostomy was done at the level of the sigmoid 
colon. The postoperative course was uneventful. 

Histological examination of the surgical specimens 
revealed that it was composed of large and small 
cords and trabeculae of mature fibrous tissue in 
which were accumulated nests of cells having a 
vacuolated basophilic cytoplasm and in other areas 
formed cysts and had undergone various stages of 
degeneration. In none of the areas studied was any 
malignant activity seen. This appearance is con- 
sistent with the diagnosis of sacrococcygeal chordoma. 
The patient was given a course of roentgen therapy 
and after 13 months was in good general condition, 
although the size of the tumor mass has not been 
modified. 

Reports on this condition have always stressed 
the importance of trauma as a precipitating agent. 
This concept was not tenable in this case. The 
lesion was composed of ectodermal elements and con- 
firmed the impression that it probably was due to 
abnormal resolution of the notochord in the body 
of the vertebrae. The majority of chordomas occur 
in the occipitosphenoidal region of the skull. Be- 
cause of this location and the osteolytic nature of 
the tumor it is usually considered malignant. How- 
ever, the histological features are benign and the 
tumor does not metastasize; when it is located in an 
accessible portion of the vertebral column, surgical 
resection should be accompanied by successful re- 


sults. In a small number of cases, however, sar. 

comatous degeneration has been reported and these 

true malignant tumors have a very poor prognosis, 
Roianp A. MANFREDI, M.D, 


SYMPATHETIC NERVES 


Sympathicoblastoma of the Adrenal Medulla with 
Osseous Metastases. A Report of 3 Cases In- 
cluding 1 Patient Surviving 11 Years After 
Roentgen Therapy. Pout BjERRE HANSEN. Acta 
radiol., Stockh., 1953, 40: 500. 


Reporting from Aarhus, Denmark, the author 
presents 3 case histories of children who were found 
to have protrusion of one or both eyeballs, distortion 
of the head by irregular swellings or hydrocephalus, 
and/or masses in other parts of the body, particular- 
ly the abdomen and lymph nodes. The roentgeno- 
logic findings of rarefaction, destruction or sclerosis, 
and spicule formation were described in the skull, 
ribs, clavicles, pelvis, and vertebrae. Striking calci- 
fications suggesting an adrenal tumor were notable in 
one of these patients. 

These patients were treated roentgenologically. 
In 2 of the patients the course was rapidly downhill 
and resulted in death. In the third case, however, 
survival was continuing after 11 years. Autopsy of 
the first-mentioned patients disclosed tumors in the 
retroperitoneal region, probably sympathicoblasto- 
mas. In the surviving patient, the diagnosis was con- 
firmed by biopsy. 

The tumors of the adrenal medulla, under the 
term ‘‘sympathicoblastoma,” metastasize to bone 
and show a particular predilection for the skull, par- 
ticularly the orbital region, which explains the find- 
ings of exophthalmos in 2 of the 3 cases. These 
tumors share these sites of predilection with other 
tumors, namely, the chloromas and the granulomas 
of the Hand-Schueller-Christian type. Cytological 
differentiation between sympathicoblastoma and the 
blast leucemias may be a difficult problem for which 
bone marrow biopsy is useful. This experience of the 
author with 1 surviving case indicates that all such 
tumors do not necessarily imply a poor prognosis. 
If a local primary tumor can be diagnosed, surgery 
presents the most rational form of therapy, whereas, 
in all other cases, irradiation treatment should be 
tried even though extensive metastases have devel- 
oped. The palliative effect may be valuable and it 
would seem that some cases show successful arrest 
of the tumor growth. W. EvucEne Stern, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Mucus-Secreting-Epithelia in Mammary Fibro- 
adenomas (Gli epiteli mucipari nel fibroadenoma 
mammario). GIUSEPPE BARBIERI, GIOVANNI Lott1, 
and Maria Ottvi. Lav. ist. anat. Univ. Perugia, 
1953, 13: 243. 

A study of 414 fibroadenomas of the female breast 
in patients from 9 to 58 years of age, which were 
stained by toluidine blue and by the Rinehart-Abul- 
Haj method, showed mucus to be present in the 
glandular lining in 152 (39.13%) cases and in the 
cytoplasm in 84 (20.53%) cases. Mucus-secreting 
cells in fibroadenomas are recognizable by their 
cylindrical shape and the staining characteristics of 
the cytoplasm. A proliferative tendency was noted 
in these cells. They appear to be apocrinous and 
they are found in all varieties of fibroadenomas. 
They are seen in a larger number in the mixed forms, 
in those showing evolution toward cystosarcoma 
phylloides and in carcinomas. The presence of 
mucus, however, does not determine a typical histo- 
logic profile and a classification of these tumors as 
mucous fibroadenomas is not justified. 

The mean age at diagnosis of mucus-producing 
fibroadenomas was found to be: 32.59 years, slightly 
older than that of other fibroadenomas (31.41) years. 
This difference of 1.18 years is considered significant 
by the authors and accepted as a proof of the delay- 
ing action of the mucus on the growth and evolution 
of the tumors. Without questioning the validity of 
these figures, we hope that in future work a discus- 
sion of the statistical method used together with the 
actual data in tabular form will be given. 

This article includes a brief review of the literature 
and 17 references. RoceEr H. L. Wutson, M.D. 


Fibroadenoma and Mammary Cancer. The Cancer 
Arising from Fibroadenoma (Fibroadenoma e 
cancro della mammella. II “cancro ex fibroaden- 
oma”). FRANCESCO SQUARTINI, GIOVANNI LortTI, 
and CESARE BranciFioriI. Lav. ist. anat. Univ. 
Perugia, 1953, 13: 201. 

This article is a continuation of the investigation 
reported by these and other authors over the past 7 
years. Previous publications to which reference must 
be made in order to clearly understand the material 
discussed can be found in Lav. ist. anat. Univ. Peru- 
gia intermittently from 1947 to 1953. Reference is 
made to the pertinent articles in the text. 

The authors studied biopsy specimens of 386 mam- 
mary carcinomas in order to establish the incidence 
of carcinomas originating from fibroadenomas. One 
hundred and eighty-seven of the 386 specimens were 
instances of fully developed carcinomas showing no 
residual fibroadenomatous areas. These were ex- 


cluded and only the remaining 199 were considered 
acceptable for a histogenetic study. 
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The examination of this acceptable group re- 
vealed that 74 (37.18%) carcinomas were derived 
from a coexisting cystic disease of the breast and 31 
(15.57%) from fibroadenomas. In the remaining 94 
(47.25%) no definite histogenetic relationship could 
be established. 

The origin of mammary carcinoma from the 
epithelium of a fibroadenoma is multicentric, and 
metaplasia was never observed by the authors. 

The evolution of a carcinoma derived from a fibro- 
adenoma is progressive and only in the early stages 
of the malignant change is it possible to see the 
diagnostic features. As the cancer progresses the 
residual fibroadenoma structure becomes over- 
shadowed and later thoroughly replaced by 
anaplastic tissue. 

Carcinomas in this series were derived from any 
type of fibroadenoma-pericanalicular, intracanalicu- 
lar, and mixed forms. The authors think pericanalic- 
ular fibroadenomas tend to evolve into adenocarcino- 
mas and intracanalicular fibroadenomas into solid 
cancers, while mixed forms give origin to either type. 

The criteria used in diagnosing “‘cancer from fibro- 
adenomas” were the presence of fibroadenomatous 
structures within the malignant neoplastic tissue and 
obvious evidence of the origin of the latter from the 
epithelium of the “benign” growth. 

The period of biologic latency of ‘‘cancer from 
fibroadenoma” was found to be about 18 years, the 
average age of discovery, 49.5 years, and the mean life 
expectancy after diagnosis, 3 years. 

The development of cancer from fibroadenoma has 
always been a controversial point and the data of 
other workers are far from convincing. The 
present work, although conducted on a rather small 
series of cases, yields more convincing evidence. 

It is of interest to note that if we add the 74 cases 
originating from cystic disease of the breast and 31 
from fibroadenomas, we have a total of 105 (52.75%) 
cases referable to a definite histogenesis. 

This article includes a review of the literature and 
48 references. There is an unfortunate lack of con- 
vincing illustrations and some sections are confused 
by reiteration. We would emphasize that a consider- 
able divergence of opinion exists between the authors 
and other students of the subject as to the premalig- 
nant nature of fibroadenoma of the breast and the 
frequency of development of “cancer from fibro- 
adenoma.” Rocer H. L. Witson, M.D. 


Mucous Carcinomas of the Breast (Carcinomi mucosi 
della mammella a genesi particolare). GIUSEPPE 
BARBIERI, GIULIANO BRIZIARELLI, MARIA OLIVI, and 
FRANCESCO SQUARTINI. Lav. ist. anat. Univ. Peru- 
gid, 1953, 13: 231. 

The scope of this article is to establish whether the 
mucous fraction of gelatinous cancer of the breast 
derives from mucus-secreting cells normally present 
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in breast tissue or from those present in cystic disease 
and in fibroadenomas. 

The examination of 350 mammary cancers stained 
with toluidine blue and with the Rinehart-Abul-Haj 
method showed 14 of them to be mucous cancers 
arising from chronic cystic disease of the breast and 
7 to be mucous cancers arising from fibroadenomas. 

The metachromatic mucoid component of cancers 
derived from chronic cystic disease of the breast 
came from the mucus-secreting cells of the cystic 
disease and, according to the authors, these cells 
have morphologic and staining characteristics very 
similar to those of the mucoid fraction of the cancer. 

In regard to the 7 mucous carcinomas derived from 
fibroadenomas, similar findings are reported by the 
authors. The mucus in this second group was 
abundant in the cancerous zones of the tumors but 
origin from the fibroepithelial matrix was doubtful. 

Of mucous carcinomas of the breast those derived 
from these two benign lesions were considerable in 
percentage (36.37%). This figure was not immedi- 
ately obvious on reading the article but was derived 
from the total number mentioned elsewhere. 

In view of the fact that the age at diagnosis of 
nonmucous cancers derived from cystic disease was 
48.14 years and that of mucous forms 53.76 years, 
the authors concluded that the presence of mucus de- 
lays growth and development of mammary carcino- 
mas. The mean age of patients with nonmucous 
carcinomas arising from fibroadenomas is 50.80 
years, while that for the mucous forms is 54 years, 
and similar conclusions are deducted. The small 
number of cases available, 14 and 7, respectively, 
makes these figures of questionable value. Also de- 
lay as a result of the presence of mucus is not the 
only interpretation possible, since mucus-producing 
tumors may in themselves grow more slowly. 

An introductory review of the Italian literature 
and to references on the subject are presented. 

RoceErR H. L. Witson, M.D. 


The Problem of Mammary Carcinoma. Norman C. 
DELARUE. Canad. M. Ass. J., 1954, 70: 132. 


The author presents clinical observations which 
tend to invalidate the importance of statistical evi- 
dence indicating that treatment of mammary car- 
cinoma is ineffective and that early diagnosis is un- 
important. The factors responsible for the poor re- 
sults of radical mastectomy used alone in dealing 
with mammary carcinoma are discussed and the 
rationale for the use of preoperative radiation, as 
well as the advantages and possible disadvantages of 
this program are presented. 

The author stresses the importance of age and par- 
ticularly the relation of the onset of this disease to 
the menopause. 

He presents a plan of treatment for mammary car- 
cinoma and discusses in detail the use of radical 
mastectomy alone for stage 1 of the disease, radical 
mastectomy followed by postoperative irradiation 
for stage 2, and for stage 3, a program varying with 
certain aspects of the location of the demonstrable 


disease which may indicate mastectomy with either 
preoperative or postoperative irradiation. For stage 
4, preoperative radiation followed by radical mastec- 
tomy is routinely advised, and for stage 5, various 
forms of palliative therapy are suggested, including 
simple mastectomy, radiation therapy, hormone 
therapy, and surgical alteration of the hormone 
balance. W. Foster Montcomery, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pulmonary Stenosis (Die Pulmonalstenose). M. 
SAEGESSER. Helvet. chir. acta., 1953, 20: 417. 


In children the findings of cyanosis, dyspnea, and 
clubbed fingers together with a systolic murmur 
over the pulmonary artery and an excessive number 
of red blood corpuscles suggest three diagnostic pos- 
sibilities: the tetralogy of Fallot, pulmonary stenosis 
with interauricular septal defect, and isolated pul- 
monary stenosis. 

An evaluation of the diagnostic possibilities in 
these three conditions is presented in tabular form. 
The bases for the differential diagnosis are listed in 
detail and include cyanosis and dyspnea, squatting, 
liver size, x-ray findings of the heart, physical find- 
ings, the electrocardiogram, the cardioangiogram, 
and catheterization of the heart. For establishing a 
diagnosis the author considers catheterization of the 
heart and the cardioangiogram only rarely necessary. 

As to the prognosis, children with the tetralogy of 
Fallot have, according to Abbott, an average life 
expectancy of 12 years and 9 months. The prognosis, 
therefore, is poor. The activity of the child depends 
upon the development of the collateral circulation 
for better oxygenation of the blood. The most com- 
mon causes of death are cardiac insufficiency, sub- 
acute bacterial endocarditis, thrombosis, infectious 
diseases, in particular tuberculosis of the lung, which 
occurs in 10 per cent of the cases according to 
Lequime and Denolin. 

The prognosis in cases of pulmonary stenosis with 
an interauricular septal defect is directly related to 
the degree of the stenosis. The average life expectancy 
is 20 years. Occasionally old age is reached. The 
most common cause of death is endocarditis localized 
at the pulmonary and tricuspid valves. 

The prognosis of pulmonary stenosis alone is par- 
ticularly poor. As soon as the ductus arteriosus closes 
the patient generally dies. Average life expectancy 
according to Taussig is 6 months. In cases in which 
the closure of the ductus arteriosus is not complete, 
the age of 30 or more can be reached. 

To outline the fundamental anatomical findings in 
the tetralogy of Fallot, the author uses Blalock’s 
observations in 95 postmortem examinations, which 
included the following anatomical variations: pul- 
monary atresia in 22 cases, infundibular stenosis in 
49 cases, valvular stenosis in 10 cases, and com- 
bined valvular and infundibular stenosis in 14 cases. 

Surgery in these conditions can be done in two 
different ways. One way is to perform a sort of by- 
pass operation by means of the Blalock anastomosis. 





J. «tr. aie oie oe 


a 


—_— A hee « 


SURGERY OF 


Direct removal of the stenosis by Brock’s procedure 
is the other way. Since a ventricular septal defect 
cannot as yet be closed satisfactorily, restoration of 
a completely normal circulation cannot be achieved. 
There will still be venous blood going from the right 
ventricle into the aorta. 

Special surgical indications and possibilities are 
then discussed. 

On the whole, in the author’s opinion Brock’s 
direct approach to the stenosis means a definite 
progress in cardiac surgery; however, it involves 
some disadvantages such as a higher mortality, more 
or less ‘“‘working in the dark,” and considerable 
bleeding from the ventricle. 

The operative techniques of both the shunt oper- 
ation and the direct approach to the stenosis are 
described in detail. The operative mortality of the 
shunt operation is about 8 per cent; for the direct 
approach via the right ventricle it is 18 per cent, and 
via the pulmonary artery in pulmonary stenosis it is 
approximately 4 per cent. 

After a successful operation maximum improve- 
ment usually occurs at the end of the first 6 months. 

About 1 per cent of the patients operated upon 
die every year. Epita# Smanp1, M.D. 


Experiences withSegmental Resection in Pulmonary 
Tuberculosis (Erfahrungen mit der Segmentresek- 
tion bei Lungentuberkulose). E. Derra and H. 
Rink. Wien. med. Wschr., 1954, 104: 72. 


This is a comprehensive review of the surgical 
experience with respect to segmental resection for 
pulmonary tuberculosis in the large sanitaria at 
Dusseldorf and Cologne. The authors emphasize 
the trend toward resection in pulmonary tubercu- 
losis as compared with collapse therapy. The indi- 
cations and contraindications to pulmonary resec- 
tion in tuberculosis are discussed. In general, the 
authors believe that resection rather than collapse 
therapy is preferred in the presence of tension 
cavities, cavitation accompanied by bronchostenosis, 
lower lobe tuberculous lesions, and whenever there 
is reasonable doubt about the coexistence of malig- 
nant disease. Thoracoplasty failure, of course, is an 
absolute indication for resection. 

The authors present their experiences with 108 
cases of segmental resection for pulmonary tubercu- 
losis. The greater number of patients undergoing 
surgery in this group were those with cavitation 
(77), while a smaller number of patients had nodu- 
lar disease (31). 

Only 12 patients of the entire group had signifi- 
cant postoperative complications. These complica- 
tions varied from severe postoperative hemoptysis 
to perforation of the colon in 1 instance. It is 
interesting to note that only 3 cases of empyema oc- 
curred, 2 of which were accompanied by a broncho- 
pleural fistula. Spread of the tuberculous disease 
occurred in 4 patients and hemothorax occurred in 
3. Results such as these from surgery of pulmonary tu- 
berculosis are outstanding and must be commended. 

ORVILLE F. Grimes, M.D. 
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Results of the Observation of Employees in an As- 
bestos Factory for 10 Years (Résultats de l’obser- 
vation, pendant 10 années, de travailleurs d’une 
usine d’amiante). P. Lutron, J. CHAMPEIX, and P. 
Faure. J. fr. med. chir. thorac., 1953, 7: 629. 


Because of the extension of the asbestos industry 
and the possible increase in the number of cases of 
asbestosis, the authors carried out an extensive 
study of the clinical and roentgenological mani- 
festations of this disease. 

Asbestos is composed of magnesium silicate and 
lime. The principal asbestos deposits are in Canada 
and Rhodesia. During recent years, some mines or 
quarries have been operated in France, Italy, and 
Madagascar. 

The patients, observations upon whom form the 
basis of this report, worked in textile and asbestos 
factories in Canada. 

Examination of the atmosphere of the workshops 
revealed the presence of asbestos fibers, the width 
of which were usually one-half micron. The di- 
mensions of the fibers varied and in some cases 
ranged from 10 to 20 micra in thickness. 

In a series of 120 exposed workers, 5 cases of true 
asbestosis were discovered. Of these 5 patients, 2 
have died, 1 died after 10 years of exposure, and the 
other after 14 years of exposure. 

Roentgenologically, the pulmonary lesions of 
asbestosis are of a linear type in contrast to. the 
nodular type found in silicosis. 

Early in the disease a generalized diminution in 
the transparency of the x-ray film occurs at the level 
of the lower two-thirds of the pulmonary field. At 
this level a very delicate accentuation of the pul- 
monary network is found to be symmetrically dis- 
tributed, but often it is more marked in the right 
lung. On this reticular network, one can distinguish 
small pinhead dots, the whole giving the appearance 
of a spider web. 

When the disease is well developed, examination 
of the chest plate shows a marked fibrosis in the 
lower two-thirds of the pulmonary field which is in 
contrast to the clear apices. On closer examination, 
a very delicate accentuation of the trabecular net- 
work with little fine uniform shadows of wavy con- 
tour can be detected. This gives the appearance of 
ground glass. These shadows are never as distinct 
as the miliary images found in cases of silicosis or 
tuberculosis. 

The cardiac shadow is enlarged. Linear shadows 
occur in the plate because of pleuropericardial ad- 
hesions, which give the appearance of a “porcupine 
heart.” 

The functional disturbances of asbestosis are iden- 
tical to those of silicosis. These disturbances con- 
sist of a progressively increasing cardiopulmonary 
asystole; dyspnea, on exertion at first, and later 
marked even at rest; practically nonexistent expec- 
toration; and frequent thoracic pains, most often at 
the base of the chest. 

The finding which merits most emphasis is the 
contrast between the comparative paucity of the 
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roentgenological signs on the one hand and the in- 
tensity of the functional disturbances on the other, 
particularly, the marked dyspnea. ; 

Asbestos particles appear in the sputum. They 
appear early after repeated exposures of the workers 
to the asbestos dust. Isolated, the particles only 
signify that the patient has been exposed to asbestos 
dust. They were found in the sputa of all the pa- 
tients studied, even in those who showed no roent- 
genological or functional disturbances or signs 
of asbestosis. 

Asbestos particles persist in the sputa of patients 
for a long time after exposure to the dust has been 
discontinued (15 years in 1 patient). 

Pathological studies were made in only 1 case. 
Throughout the entire pulmonary parenchyma 
there existed a diffuse interstitial fibrosis. The 
interlobar tissue was thickened. The alveoli, in 
certain areas, were distorted or atelectatic from 
fibrous compression. The walls of the bronchi and 
bronchioles and the blood vessels were often thick- 
ened with slight lymphocytic infiltration. 

Numerous asbestos particles, isolated or in mass, 
were observed within the alveoli and in the adjoin- 
ting tissues. On resection of the pulmonary tissues 
the asbestos particles, without staining, appeared 
yellow, gold, or brown. 

In contrast to the nodular fibrosis of silicosis, the 
fibrosis of the asbestosis appeared diffuse. 

The diagnosis of asbestosis is based upon the 
roentgenological signs observed on plates made at 
intervals of months, the accentuation of functional 
disturbances verified by functional tests with 
respiratory diagnostic instruments, the presence of 
numerous asbestos particles in the sputum, and 
the length of working time and degree of exposure 
to the asbestos danger. 

BLACKWELL Marxuay, M.D. 


On the Development of Bronchoscopy and So- 
Called Adenomas of the Bronchus (A propos de 
Vevolution de la bronchoscopie et de celle des “‘soi- 
disant adénomes bronchiques”). A. Soutas. Presse 
med., 1953, Pp. 1751. 


This article consists essentially of a review of pres- 
ent day views on the histology and clinical aspects of 
bronchial adenoma. The author points out the pleo- 
morphism and difficulty of distinction between the 
more benign tumors and those with greater malig- 
nant potentiality. He discusses bronchoscopic re- 
moval, preferring sleeve resection of the bronchus 
or pulmonary resection, except as a temporizing 
measure and for diagnostic purposes. He is partic- 
ularly concerned that removal of lung tissue should 
be kept at a reasonable minimum. 

Some excellent illustrations of bronchoscopic ap- 
pearance, histology, and roentgenographic appear- 
ance are given for several cases. References are made 
to most of the more important articles in the litera- 
ture. The article is clearly written as a short review 
of general interest rather than as an original con- 
tribution. Rocer H. L. Wutson, M.D. 


Benign Tumors of the Lung. CLEMENT Price 
Tuomas. Lancet, Lond., 1954, 1: 1. 

The author reports 57 cases of benign lung tumors 
operated on by one surgeon, being 8 per cent of all 
lung tumors operated on in his series. 

Forty-one patients had bronchial adenomas. The 
current view held in Great Britain concerning the 
origin of these tumors is at variance with that of 
Womack and Graham who believe the tumors to be 
malignancies de novo, albeit not often wildly de- 
structive. Rather, it is believed that the tumors are 
benign at origin, resembling salivary gland tumors, 
and sometimes become malignant. Furthermore, the 
signs of malignant change are obvious on gross ex- 
amination, and in most cases adequate conservative 
resections are curative. There was not the usual fe- 
male preponderance among the author’s cases. The 
lower lobe bronchi were more involved than the up- 
per branches; the tumors were endobronchial for the 
most part, but some had large extrabronchial masses, 
Bronchial obstruction and infection beyond the tum- 
ors caused damage to the lung tissue, the severity of 
which varied with the degree and duration of ob- 
struction. Hemoptysis appeared in 22 cases; it was 
the presenting symptom in only 13. Cough was prom- 
inent in 4 cases, wheeze in 1 case, and dyspnea in 6 
cases. Symptoms referable to infection in obstructed 
lung segments were most common of all. In 23 cases 
repeated episodes of pneumonia, purulent sputum, 
fever, or empyema were the presenting symptoms, 

Roentgenologic evidence of obstruction to lung 
segments or of cavitation beyond the tumor, or of 
extrabronchial masses was an indication for broncho- 
scopic search. 

The most recommended treatment is resection of 
the tumor and diseased lung. Endobronchial exci- 
sion is hazardous and inadequate. Radiotherapy is 
ineffective. The extent of resection should be deter- 
mined by the position of the tumor. It may be possi- 
ble merely to excise the tumor-bearing portion of the 
bronchus and to spare undamaged lung tissue. The 
author accomplished that in 5 cases. However, 12 
cases required pneumonectomy, and 21 required 
lobectomy. In retrospect, it is thought that more 
conservative resection could have given equally good 
results in many of the cases. Among 31 cases fol- 
lowed up for 4 or more years, only 1 recurrence ap- 
peared. This patient, who was previously subjected 
to local resection, was reoperated on and a pneumon- 
ectomy was performed. 

There were 10 hamartomas in the series reported. 
They were tumors of cartilage, epithelial tissue, 
fat, and muscle, in varying proportions, which 
grew either entirely within the bronchi or entirely 
outside of the bronchi within the lung parenchyma. 
The symptoms were like those of bronchial adenoma, 
if the tumors were in the bronchi. Although the be- 
nign tumors should be resected with great conserva- 
tism, erroneous diagnosis caused one to be treated by 
pneumonectomy and 2 by lobectomy. 

Of 4 vascular tumors, 1 was an angioma of the 
lingula of the left upper lobe, in a patient who had 
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other hemangiomas in the mediastinum and spleen. 
Three patients had arteriovenous fistulas causing 
polycythemia or cyanosis, or hemoptysis. In 1 a 
murmur was heard. In all of the cases roentgeno- 
grams demonstrated large pulmonary vessels leading 
to the lung shadow. Angiography was not necessary 
for the diagnosis. In these lesions local resections are 
advised if any abnormal signs or symptoms appear, 
and when serious hemorrhage is feared. 

Two female patients had endobronchial fibromas; 
1 was removed by right lower and middle lobectomy 
and the other by left upper lobectomy. The tumors 
were lobulated and resembled breast fibromas. In 1 
case bronchial obstruction and hemoptysis caused 
the symptoms, and in the other, pain, cough, and the 
raising of pieces of gelatinous mucus were the causes 
for the complaints. 

LEONARD D. RosENMAN, M.D. 


Considerations Concerning Pulmonary Decortica- 
tion Based upon Histological Examinations of 
Excised Material (Considerazioni sulla decortica- 
zione polmonare in base agli esami istologici praticati 
sulle cotenne asportate). F. VARoxa. Chir. lorac., 
1953, 6: 165. 

The authors report in considerable detail 7 per- 
sonal cases of pulmonary decortication for chronic 
empyema. 

The excised specimens were examined carefully, 
grossly and histologically, and on the basis of the 
findings in these examinations and the course of the 
conditions the author came to the following con- 
clusions: 

In all cases of chronic empyema the parietal pleura 
is transformed into a thick peel in which the ana- 
tomical structures of the parietal pleura are com- 
pletely destroyed and there is total involvement in 
a single inflammatory process. 

In chronic empyema the visceral pleura is covered 
by a thick peel which adheres with varying degrees 
of tenacity depending on the condition of the under- 
lying tissue. If the pulmonary parenchyma is 
sound, the inflammatory organization in the peel 
usually respects the elastic lamina of the visceral 
pleura; however, if the underlying lung parenchyma 
is diseased, the sclerosis and scarring of the peel 
becomes enmeshed with the similar processes in the 
pulmonary parenchyma and the histological plane 
of separation between pleura and peel no longer 
exists. 

These varying relationships may be found in dif- 
ferent degrees in cases of chronic empyema and 
explain the occasional case in which there is con- 
siderable difficulty in freeing the peel from the 
visceral pleura. 

In view of these occasional difficulties which may 
make pulmonary decortication impossible or inad- 
visable, the author suggests that the status and 
relationship of the peel to the visceral pleura should 
be ascertained by the operator before the peel is 
ireed from the parietal pleura. 

GEorGE L. Narp1, M.D. 
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A New Method for Covering the Bronchial Stump 
with a Free Pleuropulmonary Graft. Bron- 
chial Closure After Pneumonectomy (La chiu- 
sura del bronco dopo interventi di exeresi polmo- 
nare. Nuovo metodo per la copertura del moncone 
bronchiale con lembo libero pleuro-polmonare). C. 
Mauro and N. Boscaino. Gior. ital. chir., 1953, 9: 
468. 


The authors discuss the problems involved in 
bronchial stump closure after pneumonectomy. They 
believe that it is advisable in all such cases to cover 
the bronchial stump in order to prevent leakage 
from this structure. They review the experimental 
and clinical work along these lines of many authors 
and review in detail the various techniques and ma- 
terials that have been used to cover and seal off the 
bronchial stump. 

The authors have followed the suggestion made 
to them by Churchill—to cover the bronchial stump 
with a free pleuropulmonary graft—and carried 
out their experimental work both in this country 
as well as in Italy. They operated on 15 dogs, carry- 
ing out a pneumonectomy and covering the bronchial 
stump with a 4 by 4 cm. slice of pulmonary tissue 
approximately 0.25 cm. in thickness. They found 
no leakage and no complications from the stump in 
any of the 15 animals operated on. Upon careful 
postmortem examination they found that primary 
healing of the bronchial stump had occurred in 20 
per cent of their animals and that apparently in the 
other 80 per cent complications had been prevented 
by the free graft of pulmonary tissue. These findings 
are identical to the earlier work of Rienhoff on pri- 
mary healing of bronchial stumps. 

The authors believe that this method is the 
method of choice in covering the bronchial stump, 
not only because of their excellent experimental 
results and the clinical experience of Churchill, but 
also because they think that there may be an advan- 
tage of a histobiological nature in opposing two 
tissues with similar embryological derivations. 

GEorGE L. Narp1, M.D. 


Angiopneumography in the Study of the Pharma- 
codynamic Properties of Certain Drugs. Loro 
DE CARVALHO. Dis. Chest, 1954, 25: 121. 


The action of adrenalin, pitruitrin, and isonico- 
tinic acid on the pulmonary circulation was investi- 
gated in the rabbit. An x-ray technique capable of 
exposing successive films at 1 second intervals was 
used. Thorotrast (approximately 3 c.c.) was injected 
intravenously. In a normal rabbit, the pulmonary 
vascular tree was visualized 2 seconds after the in- 
jection of thorotrast. 

When angiographs were made 1 minute after the 
intravenous injection of adrenalin, the pulmonary 
artery was visualized but no media were seen in the 
pulmonary veins in four views taken at 1 second in- 
tervals. This experiment demonstrates the marked 
vasoconstrictive effect of adrenalin. 

With this method, pitruitrin was shown to be a 
more potent vasoconstrictor of the pulmonary arter- 
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ial system than adrenalin and its effect was of more 
prolonged duration. 
Isonicotinic acid is also a potent constrictor of the 
pulmonary artery system. 
FREDERICK W. Preston, M.D. 


HEART AND PERICARDIUM 


Torsion Ballistocardiography in Cardiovascular 
Surgical Patients. C. FREDERICK KITTLE, Kurt 
R. ReissMANN, E. Grey Diwonp, and Paut W. 
ScuaFER. J. Thorac. Surg., 1954, 27: 107. 


Torsion ballistocardiography is briefly described, 
and its utilization for the analysis of vectors com- 
prising the ballistocardiogram is discussed. Abnor- 
mal ballistic complexes occurring in patients with 
mitral stenosis, coarctation of the aorta, ductus ar- 
teriosus, and chronic constrictive pericarditis, and 
their changes following operation are illustrated. 
The origin and factors causing the abnormal ballisto- 
cardiograms in these groups of cardiovascular dis- 
eases are speculatively reviewed. 

Joun J. Maroney, M.D. 


Progress in the Field of Pathology of Surgically Cor- 
rectable Cardiac Disease (Fortschritte auf dem 
Gebiete der pathologischen Anatomie der operativ 
korrigierbaren Herzfehler). WILHELM DoERR. Deut. 
med. Wschr., 1954, 79: 349. 


Organization and structure of the heart of both 
higher class vertebrate animals and human beings 
resemble a phylogenetic principle. The two distinct 
characteristics of the normal heart, arterial torsion 
and formation of a septum, are intimately connected 
with the development of pulmonary respiration and 
the relationship between the pulmonary and body 
circulations. The development of pulmonary respira- 
tion is the cause, complete separation of the respir- 
atory and nutritional circulations is the aim, and the 
formation of a proper 180 degree twisted septum is 
the technical answer to this problem. 

Based upon such considerations the authors dif- 
ferentiate 3 primary forms of heart structures 
(Moenckeberg): 

1. The phylogenetic principle is completed: nor- 
mal heart. 

2. The phylogenetic principle is completely abol- 
ished: no arterial torsion with the pulmonary and 
body circulations working in parallel without proper 
exchange: transposition. 

3. The principle is partially interrupted: with in- 
complete torsion of the aorta and pulmonary artery 
and septal defects. Most of the congenital malfor- 
mations of the heart belong to this group. 

Emphasis is also placed upon the importance of 
malformations of the venous system. In cases of 
abnormal junctions of the venae cavae, the author 
suggests possible surgical intervention. 

In the development of combined malformations of 
the heart, correlation seems to play a part. Different 
syndromes and complex malformations might to 
some extent arise in direct dependence upon one 
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another. In connection with such considerations the 
author has observed a case of ‘‘spontaneous Blalock” 
in an infant. 

The pathology and pathophysiology of the ductus 
arteriosus Botalli are given special consideration. 

As to acquired heart disease, 1 case of mitral 
stenosis is demonstrated, in which an attempt at 
surgical treatment was made. From this case the 
author draws conclusions as to the possibility of re- 
currence of the stenosis as the result of scar forma- 
tions after operation. 

The article is illustrated with schematic pictures 
of disturbances in the development of the circulatory 
system and photographs of specimens. 

Epira Simanpt, M.D. 


Indications for Operation in Mitral Stenosis (L’indi- 
cazione operatoria nella stenosi mitralica). ALF10 
TEsTINI and ANGELO RIBERI. Arch. ital. chir., 1953, 
76: 413. 

The authors review the technical development 
of the surgery of mitral stenosis and discuss the 
evolution of the criteria of operability. 

On the basis of a review of the current literature 
as well as their personal experience in the clinic 
of D’Allaines in Paris, they believe that patients 
with mitral stenosis may be classified into three 
groups. 

A first group consists of approximately 80 per 
cent of the patients; these patients have an irregu- 
lar stenosis, with or without calcification, but with 
pliable valves and uninvolved cordae tendinae. In 
this group, digital commissurotomy is possible with 
a high rate of success. 

A second group consists of 3 to 5 per cent of the 
patients; these patients have a funnel type of 
stenosis with rigid valves and papillae for which 
little can be accomplished with either the finger or 
the valvulotome. It is suggested that in this group 
resection of the valve with secondary transventri- 
cular valvuloplasty may be the procedure of choice. 

The third group consists of about 15 per cent of 
the patients who have an elastic type of stenosis 
with soft valves and papillae in which finger ma- 
neuvers are not effective and the use of a valvulo- 
tome is required. 

The authors then review the modern methods of 
cardiopulmonary study, such as cardiac catheter- 
ization and pressure studies, oxygen saturation, and 
cardiopulmonary indices, with illustrative cases and 
a discussion of the various calculations involved. 

The authors believe that the estimation of the 
mitral valve area may be not only of diagnostic 
value but also of considerable value in follow-up 
studies. They feel that the eventual reduction of 
this area to less than 1 sq. cm. is a serious sign and 
that a valve area of from 2 to 2% sq. cm. is desirable. 

The indications for surgery are summarized: 

Clinical: Absence of rheumatic activity, easy 
fatigability of the patient, dyspnea on exertion, 
hemoptysis, recurrent bouts of pulmonary edema, 
particularly in a premenstrual phase, the presence 
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of a “pure” stenosis, and the absence of myocardial 
and coronary disease. 

Roentgenologic: Typical mitral heart with hyper- 
trophy of the right ventricle, enlargement of the 
pulmonary conus, lack of excessive enlargement of 
the left auricle, and engorgement of the pulmonary 
hilus. 

Electrocardiographic: Enlarged and bifid P 
waves, right ventricular preponderance, right axis 
deviation, and sinus rhythm. 

Catheterization studies: High pressure in the 
right ventricle, pulmonary arteries, and pulmonary 
capillaries; normal or near normal pressures in the 
right auricle and increased arteriovenous difference. 

Age: Patients between the ages of 20 and 4o 
years, although successful procedures have been 
carried out on patients over the age of 50. 

In patients who are in severe congestive failure 
with elevation of the peripheral venous pressure, 
ligation of the vena cava immediately below the 
renal veins or of both common femoral veins has 
been found to improve the clinical condition so that 
in some cases mitral surgery can be done at a later 
date. 

Pregnancy in the first 5 months is not considered 
a contraindication. 

Contraindications are considered to be: active 
rheumatic disease, active bacterial endocarditis, 
mitral regurgitation, right heart failure, left ven- 
tricular hypertrophy with myocardial and coronary 
damage, repeated episodes of arterial embolism, and 
valvular calcification. 

The end results in 100 patients were found to be 
as follows: operative mortality in 7 per cent, and 
excellent results in 80 per cent. 

GrorcE L. Naropi, M.D. 


Disturbances of Diffusion in the Lungs in Old 
Insufficiencies of the Left Heart and in Mitral 
Stenosis, with Some Remarks on the Opera- 
tions for Mitral Defects (Diffusionsstoerungen in 
den Lungen bei alten Insuffizienzen des linken 
Herzens und bei der Mitralstenose nebst einigen 
Bemerkungen zur Operation der Mitralfehler). H. 
RINcK, VENRATH, H. VALENTIN, and Tu. 
Scumitz. Thoraxchirurgie, 1954, 1: 403. 


With the increasing frequency of heart surgery for 
congenital or acquired defects, all methods for 
testing the functions of the heart and the lungs gain 
more and more importance in determining the indi- 
cations for operation, and especially for ruling out 
cases not suited for surgery. 

The authors, of the Medical Department of the 
University of Cologne, Germany, describe a simple 
method for measuring disturbances of diffusion be- 
tween the alveolar air and the oxygen in the arterial 
blood and report on the results of their investigations 
in a series of 26 persons. Fourteen of these persons 
were normal and served as controls to determine the 
variations in the relation of oxygen saturation of the 
arterial blood to the partial oxygen pressure in the 
alveolar air; the other 12 individuals suffered from 
various pathological conditions of the heart or the 
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lungs. Spirography and oximetry were used in 
combination to determine the oxygen content of the 
air and the blood respectively. The technique and 
the principles of computation are described in detail. 

The findings were statistically significant in pa- 
tients with congestive lung conditions. The re- 
breathing test showed that whereas in the areas of 
higher oxygen partial pressure (PO2) the curves 
were identical for normal and congestive patients, 
they showed significant differences when the oxygen 
content was lowered to 14 volume per cent—that is, 
go to 100 mm. Hg. PO, in the external air and 
65 to 70 mm. Hg PO: in the alveolar air. The ar- 
terial saturation is 96 per cent in healthy individ- 
uals and 94 per cent in patients with disturbances 
of diffusion. 

This method is important to the surgeon because, 
with the conventional tests of lung function, disturb- 
ances of diffusion are apt to be overlooked. 

Mitral stenoses frequently show extremely high 
pressure in the pulmonary vessels which lead to 
structural changes in the arterioles and capillaries. 
The aim of the operation of mitral stenosis is to re- 
move the obstruction between the left atrium and 
the left ventricle. However, improvement of the 
circulation and lowering of pressure in the pulmonary 
artery are not always accompanied by clinical im- 
provement and increase of arterial oxygen satura- 
tion. This poor clinical success of valvulotomy in 
some cases is due to the changes in the pulmonary 
vessels. Sometimes the clinical condition may even 
become worse after the operation because, with the 
improvement of the hemodynamics on the one 
hand, the blood passes through the capillaries more 
rapidly; on the other hand, the oxygen saturation 
may be further reduced as a result of the difficulty 
of diffusion. Therefore, the indications for surgery 
should be weighed judiciously in such cases. 

WERNER M. Sotmitz, M.D. 


Intracardiac Catheterization (Le catheterisme intra- 
cardiaque). P. Broustet, CAstarnc, H. Bricaup, 
Martin, and Others. J. med. Bordeaux, 1954, 131: 6. 


After a brief review of the history of intracardiac 
catheterization, the technique of passing the cathe- 
ter through one of the peripheral veins, usually of 
the forearm, is discussed. The catheter, the model 
described by Cournand, is gradually pushed toward 
the heart. The dangers involved in this procedure 
are venous spasm which prevents further passage of 
the catheter, over-hydration of the pulmonary vas- 
cular tree with the catheter perfusion fluid (espe- 
cially in cases of mitral stenosis), and arrhythmias 
most commonly seen when the tip of the catheter is 
in the ventricle. To prevent a serious mishap due 
to the last complication, a continuous electrocardio- 
scopic tracing is monitored and the catheter is with- 
drawn slightly when an arrhythmia appears. 

Information which is obtained from catheteriza- 
tion includes cardiac topography, intracardiac pres- 
sures and the morphology of the pressure curve dur- 
ing the cardiac cycle, gasometric analyses of blood 
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samples in the various catheterized chambers, and 
intracardiac electrocardiography. In the normal 
heart the catheter is passed readily into the superior 
and inferior venae cavae, the right atrium and ven- 
tricle, and the pulmonary artery. By pushing the 
catheter further, the end of the tube is wedged tight- 
ly into one of the smaller divisions of the pulmonary 
artery and thus excludes the effects of pressure and 
oxygen tension of the pulmonary artery from the 
end of the catheter. In this way pulmonary capillary 
pressure and oxygen tension can be measured. By 
following the passage of the catheter and taking 
blood samples at various points, the route of the 
catheter can be mapped out and abnormal communi- 
cations and septal defects can be determined. Ex- 
amples of anomalous pulmonary venous return, 
septal defects, dextroposition of the aorta, transpo- 
sition of the aorta, and patent ductus arteriosus are 
described. 

Pressures are obtained in each of the cavae, the 
right atrium and ventricle, and the pulmonary artery 
and capillaries by taking continuous pressure trac- 
ings with a variable capacity manometer. Pressure 
tracings are obtained on withdrawal of the catheter 
into each chamber. In order to determine the exact 
point in the cycle at which the various intracavitary 
pressures are obtained, a synchronous electrocardio- 
gram is taken. In this way the systolic, diastolic, 
and mean pressures can be determined. In the vena 
cavae and right atrium the mean pressure is around 
o with a —2 to +2 mm. Hg variation. In the right 
ventricle the normal systolic pressure is 25, the dias- 
tolic from —7 to +4, and the mean pressure about 
1o mm. Pressures above 3osystolic and 5 diastolic 
are abnormal. In the pulmonary artery the systolic 
pressure varies from 25 to 30, the diastolic ranges 
from 10 and the mean is 15, and any systolic pressure 
above 35 is considered abnormal. The pulmonary 
capillary mean pressure is around 1o mm. and the 
curve of its pressure tracing includes 2 waves, the 
first supposedly indicating the pressure of pulmonary 
ejection and the second of left auricular shock. Vari- 
ations in the form of the second wave can be diag- 
nostic of mitral insufficiency. 

Tracings obtained from the cavities on the left 
side due to the presence of malformations are quite 
similar to those from the right side except that the 
mean atrial pressure is about 4 mm. and the ventric- 
ular pressure is about 4 times greater than that on 
the right. This indicates that isolated septal defects 
result in left to right shunts. 

In some cases of the tetralogy and triad of Fallot, 
auricular hypertension is noted. Ventricular dias- 
tolic hypertension is the best and first index of right 
ventricular insufficiency. Pulmonary hypertension 
can indicate the presence of patent ductus and large 
interatrial and interventricular defects. Pulmonary 
stenosis is readily determined by the presence of 
marked ventricular hypertension and a low mean 
pulmonary arterial pressure, and it may be possible 
to determine from the form of the pressure curve 
whether the obstruction is infundibular or at the 


valve level. In cases of the triad of Fallot due to the 
interventricular defect and the dextroposition of the 
aorta the right ventricular pressure is much higher 
than in the cases of tetralogy. 

In the normal heart, blood samples from the cavae, 
right atrium and ventricle, and the pulmonary artery 
have nearly the same amount of oxygen tension, 
although slight differences are present until complete 
mixing is obtained in the ejection tract of the right 
ventricle. Samples from the chambers on the left 
side and great vessels are richer in oxygen by 4 to 5 
volumes per cent. From this it is evident that left 
to right shunts increase the oxygen saturation on 
the right side and right to left shunts decrease the 
oxygen saturation on the left side. Information from 
the right chambers on the right side can reveal 
anomalous pulmonary venous return, intra-arterial 
and intravenous septal defects, and patent ductus 
arteriosus. In determining right to left shunts, pe- 
ripheral arterial oxygen tension is diminished but the 
exact level of the communication is difficult to de- 
termine unless the catheter can fortuitously be passed 
through it and the cavities on the left side studied. 

With the principle of Frick, knowledge of the 
arteriovenous oxygen difference, and the quantity of 
oxygen consumed in a minute, the cardiac output 
can be measured. When this is divided by the body 
area in square meters, the output in liters per square 
meter, or the cardiac index, can be determined. In 
studying congenital heart problems with various 
communications between the left and right sides, it 
is necessary to determine, in addition, (a) the pe- 
ripheral cardiac output which determines the output 
from the left and the return to the right side, (b) the 
pulmonary output, measuring the volume of blood 
passing through the pulmonary vascular tree, and 
(c) the effective pulmonary output, which estimates 
the volume of blood effectively oxygenated during 
passage through the lungs. 

A classification of congenital heart disease is in- 
cluded; it is based on the findings mentioned. In the 
first group the pulmonary output is less than the pe- 
ripheral output and the pulmonary pressure is dimin- 
ished, as in the tetralogy of Fallot. The second 
classification includes those cases in which the pul- 
monary output is greater than the peripheral, and 
the pulmonary pressure is normal or increased, as in 
septal defects. The third group includes those cases 
with equal pulmonary and peripheral outputs at rest 
and during activity, as is seen in pure pulmonary 
stenosis. 

The cardiac output is directly related to arteriolar 
and capillary resistance both in the peripheral and 
the pulmonary circulations. This, in turn, has a 
direct bearing on the volume and direction of the 
vascular shunts. 

To illustrate the use of cardiac catheterization in 
congenital heart disease, 2 cases are described in 
detail. 

In mitral stenosis, catheterization can give infor- 
mation as to the importance of the stenosis, the effect 
on the lesser circulation, and the physiology under- 





a ae ee 


eS —<_— a ae =! UC 


=” © oO - -_—- O—= — 


— 


ow wm 


SURGERY OF 


lying the signs and symptoms, and it can be a guide 
to surgical therapy. Increased left atrial pressure 
transmitted to the pulmonary veins is first noted as 
an increase in capillary pressure on catheterization, 
and then by increased diastolic pressure in the pul- 
monary artery, right ventricle, and atrium. Increase 
in the systolic and mean pressures in the right ven- 
tricle indicates the effort made by the ventricle to 
overcome the block. This varies considerably from 
one case to another and with varying degrees of 
activity in any single case. In addition to the mitral 
stenosis as a factor in pulmonary resistance, local 
factors at the site of the pulmonary arteriole, wheth- 
er organic or functional, may contribute to pul- 
monary resistance and decrease the pulmonary out- 
put, thus further adding to the fatigue of the right 
heart. 

The authors distinguish 2 groups of patients with 
mitral stenosis. In one the patients are asympto- 
matic and all roentgenologic and electrocardio- 
graphic findings are normal, and the only measurable 
abnormality is mild elevation of the pulmonary 
capillary pressure. The second group includes those 
with disturbed hemodynamic findings and the 
symptoms and findings of the disease. Some of these 
patients have a low tension gradient between the 
mean pulmonary artery pressure and the mean pul- 
monary capillary pressure, less than 15 mm. Hg. 
There is no pulmonary arteriolar block-limiting 
evacuation of the right ventricle, and the patients 
are readily subject to pulmonary edema. Roent- 
genograms do not reveal enlargement of the cardiac 
silhouette or the pulmonary arteries, and the electro- 
cardiogram does not reveal right ventricular hyper- 


trophy of gross proportions. In the remaining cases 
with elevated pulmonary tension gradient, the in- 
creased pulmonary arteriolar resistance acts as a 
second barrier, in addition to the mitral stenosis, to 


the outflow of the right ventricle. The patients 
present a picture of dyspnea which evolves into one 
of right failure, and the roentgenogram and the elec- 
trocardiogram show enlargement of the right heart. 

In order to determine whether in a given patient 
this pulmonary arteriolar barrier is due to vasospasm 
or organic change, an exercise test can be performed 
and if the output increases with the increase in pres- 
sure or with little increase in pressure as in normal 
individuals a vasoconstrictor mechanism is postu- 
lated. The use of ganglioplegics to reduce vasocon- 
striction in recent tests have been of some value in 
making this determination preoperatively. Post- 
operative catheterization studies to determine the 
return toward normal may indicate the degree of 
alteration in the pulmonary vasculature. 

In ruling out mitral regurgitation, clinical findings 
can be confusing, and catheterization is of help only 
when marked regurgitation is present. Some infor- 
mation on this point can be obtained from pressure 
tracings of the pulmonary capillaries when the waves 
of the curve are of different amplitude or loss of the 
usual dip between the two waves of the curve is 
present. Victor M. BERNHARD, M.D. 
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Cardiac Decortication in Chronic Constrictive Peri- 
carditis (La decorticazione del cuore nelle pericar- 
diti croniche costrittive). A. Contr, C. DANESE, and 
G. Di Matteo. Ann. ital. chir., 1953, 30: 759. 


Sporadic cases of cure of chronic constrictive peri- 
carditis by surgical lysis have proved that the proce- 
dure deserves more extensive investigation. The 
authors report the results in 9 cases in which this 
procedure was performed. A clinical summary of all 


‘9 cases is included in this report. 


The etiology of this inflammatory reaction is 
usually infectious. In 1 case, tubercle bacilli were 
seen on microscopic examination of the surgical 
specimens. In 3 cases the clinical history supported 
the probable diagnosis of a tuberculous pericarditis. 
One case was of a pyogenic nature, 2 cases were due 
to hemorrhagic pericarditis, and no specific etiology 
was seen in 2 other cases. Since there is rarely a rein- 
fection during the postoperative period, it was not 
possible to arrive at the exact etiology in 6 of the 
cases. 

The findings that were constant in all of the cases 
were: ascites, hepatomegaly, and an elevation of the 
venous pressure. The other findings included de- 
pendent edema, engorgement of the jugular veins, 
splenomegaly, and an increased sedimentation rate. 
Roentgenograms show that the cardiac shadows are 
enlarged. The heart sounds are usually diminished 
and there may be a reduplication of the second 
pulmonic sound. The circulation time is usually in- 
creased. The electrocardiogram revealed a diminish- 
ed voltage and abnormalities of the P and T seg- 
ments, which may be depressed or inverted. In 7 
cases there was a normal sinus rhythm, in 1 case 
there was an atrial fibrillation, and in the last case 
there was a flutter rhythm. 

The majority of the patients are referred for sur- 
gical therapy when medical management is unsuc- 
cessful. Because of the progressive and irreversible 
nature of this illness, surgical treatment appears to 
be the only means of improving the cardiac function. 
The newer antibiotic drugs are usually successful in 
preventing recurrence of the infectious process fol- 
lowing surgery. For this reason, the authors believe 
that surgical intervention should be done sooner in 
the course of the illness. 

In this series of cases the heart was approached by 
left anterolateral thoracotomy with resection of the 
fourth and fifth ribs. The decortication was always 
performed from left to right to prevent acute pul- 
monary hypertension. The decortication was limited 
to the ventricles and the atria were not liberated. 
The pericardium was left open and, when feasible, 
the lung was sutured anteriorly to the myocardium. 
Electrocardiograms during the operation revealed a 
marked increase in voltage following decortication, 
when it was successful. No other changes were seen 
in the immediate postoperative period. 

In this series of 9 cases, 1 patient died 3 days after 
surgery from cardiac decompensation. In 5 cases 
there was considerable improvement from 5 to 14 
months after surgery. One case showed only tem- 
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porary improvement and another showed delayed 
improvement 6 months after surgery. The last pa- 
tient had recently been subjected to surgery and 
no definite evaluation of his condition was given. 
RoLanp A. MAnFrEpI, M.D. 


Anatomic Arrangements in Patients with Coarcta- 
tion of the Aorta (Les formes anatomiques des 
sténoses de l’isthme de l’aorte). P. Santry, P. Mar- 
Ion, and J. C. SourniA. Poumon, 1953, 9: 635. 


Since October, 1948 the authors have operated 
on 52 patients with coarctation of the aorta. Angi- 
ography has been very helpful as a preoperative 
diagnostic method. Arteriography after passing cath- 
eters along the radial, ulnar, or carotid arteries 
allows good visualization of the aorta, but is oc- 
casionally followed by serious cerebral embolic 
complications. Venous angiography give good vis- 
ualization of normal aortas but is less satisfactory 
if a coarctation exists. 

Thirty-five of the patients were males and 17 
were females. Thirty-five patients were under 21 
years of age and 17 were over that age. Preferably, 
these patients should be operated on when they are 
less than 20 years old. 

In general there are three anatomic types. The 
first is a short coarctation 2 or 3 cm. below the origin 
of the left subclavian artery. This is the most 
favorable for surgical repair. Sixteen cases were of 
this category. In the second type the aorta on 
either side of the stricture is greatly narrowed. 
Four cases were of this type. In 3 patients the 
adjacent narrowed segments were also resected and 
in the fourth patient the subclavian artery was anas- 
tomosed to the descending aorta. 

In the third type the segment of the descending 
aorta above the stricture is short or absent. In 22 
of the authors’ patients, this segment was short and 
in g it was absent. In 3 of the patients the descend- 
ing aorta was implanted into the aortic arch and in 
1 the subclavian artery was used to circumvent the 
stricture (Blalock operation). 

One unusual anatomic arrangement was encoun- 
tered in this group. A patent ductus was associated 
with the coarctation. In this case both were excised. 

In only 1 case was the use of a graft necessary 
because of inability to mobilize the ends of the 
aorta adequately. 

Four of the 52 patients died during the immediate 
postoperative period, all from embolic phenomena 
(3 cerebral and 1 mesenteric). The results of the 
operations in the remaining 48 patients were good. 

FREDERICK W. Preston, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Acquired Esophagotracheobronchial Fistulas. J. F. 
Nusoer. Arch. chir. Neerl., 1953, 5: 271. 


Fistulous communications between the esophagus 
and trachea or bronchus are comparatively rare. 
Congenital ones require surgery early in life. The 
acquired fistulas usually occur in adults; often they 


INTERNATIONAL ABSTRACTS OF SURGERY 


result from perforation of a malignant tumor of the 
esophagus or bronchus. These fistulas are, thus, a 
late complication in a failing patient and may make 
him moribund. They are not suitable for surgical 
therapy. 

The other acquired fistulas result from traumas 
(foreign bodies caught in the esophagus or bronchus, 
forceful dilatation of strictures, operative errors) and 
inflammation. The contraction of a mediastinal 
lymph gland may cause an esophageal traction di- 
verticulum which will go on to fistula formation. In 
this regard tuberculosis is an important etiological 
agent. The author reports such a case in which 
tuberculosis of the mediastinal lymph glands was 
suspected. The patient developed a fistula between 
the right main bronchus and the esophagus. This 
was excised surgically and the openings in the 
bronchus and esophagus were closed successfully, 
Ten other cases in which similar treatment was given 
have been reported previously. 

The symptoms of esophagotracheobronchial fis- 
tulas are discussed, as are the various methods of 
treating these rare surgical problems. 

BENJAMIN F. Lounssury, M.D. 


Segmental Classification of the Cancer of the 
Thoracic Esophagus (Classification segmentaire 
du cancer de l’oesophage thoracique). J. Horacio 
RESANO, MANUEL MAELENCHINI, and JUAN Lois 
PERALES. Rev. chir., 1953, 72: 337- 


After reviewing the different classifications of 
Sauerbruch, Nuboer, Lortat-Jacob, and Sweet, the 
authors propose a classification which allows the 
preoperative localization of the carcinoma. On the 
basis of the anatomical, surgical, and pathological 
viewpoints the authors divide the thoracic esophagus 
into 5 segments, indicated by their anatomical site. 
These segments are: the supra-aortic, bifurcational, 
hilus, lower third, and gastroesophageal. 

In this classification the preoperative anatomo- 
topographical diagnosis is made by means of roent- 
genograms, and during the operation this classifica- 
tion allows the guidance by anatomical landmarks. 

There are six visible landmarks if they are looked 
for in satisfactory positions: the clavicle, arch of the 
aorta, bifurcation of the trachea, fleck pulmonaris, 
the diaphragm, and the inferior pulmonary veins, 
which a skilled radiologist can find. 

Finally, the author reviews the cancers corre 
sponding with these 5 segments. 

Josepu C. Mutier, M.D. 


MISCELLANEOUS 


The Management of Chest Injuries with Reference 
to Continuous Intercostal Block for the Con- 
trol of Pain (Trattamento delle ferite toraciche con 
riferimento all’impiego del blocco intercostale con- 
tinuo nel controllo del dolore.) CARLO ANFOSSI. 

Boll. Soc. piemont. chir., 1953, 23: 711. 


The author stresses the importance of the control 
of pain in traumatic and elective operative wounds 
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of the chest. He believes that this factor is one of 
the greatest causes of pulmonary complications. The 
pathophysiology of chest injuries is briefly discussed, 
the factors of shock, transfusion, adequate oxygena- 
tion, and an unobstructed airway being the main 
topics of the discussion. With partial obstruction 
and the continued accumulation of blood and mucus 
presenting itself, the patient with a chest injury may 
go on to further complications unless the secretions 
are removed and an unobstructed airway is obtained. 
In some cases the patient may go on to pulmonary 
edema and/or parenchymatous bleeding. 

The principal complications presented in thoracic 
injuries are: (1) multiple fractures of the thoracic 
cage, (2) pneumothorax, (3) increased bronchial se- 
cretion, (4) atelectasis, (5) hypoventilation, (6) hy- 
pofunction of the cilia of the bronchial mucosa, and 
(7) diminution of the cough reflex. 

The use of continuous intercostal block to obtund 
the pain reflexes is advocated. The author inserts 
polyethylene tubes along the inferior border of the 
ribs, using three or four long tubes to reach the costo- 
vertebral angle. Approximately 2 to 3 c.c. of nova- 
cain or suitable solution is administered through the 
tubes every 3 hours. The tubes are changed after 6 
to 8 days (after the method of Brian Blades). 

Continuous intercostal block has been used in the 
following three categories: (1) emergency thoraco- 
tomy, traumatic, (2) multiple traumatic fractures 
and contusion of the thoracic cage, and (3) elective 
thoracotomy. The use of continuous intercostal 
block has its greatest indication in elective thoraco- 
tomy. The reasons for this are: (1) the relief of pain 
indirectly prevents pulmonary complications by en- 
couraging the patient to cough and to ventilate suf- 
ficiently to discourage the accumulation of secre- 
tions, and (2) the use of analgesics and narcotics 
may be reduced by half. 

FRANK W. PirruccEL1o, M.D. 


Artificial Pneumomediastinum (Le pneumomédias- 
tin artificiel). M. Barréty and Cu. Coury. J. fr. 
med. chir. thorac., 1953, 7: 557: 


Artificial pneumomediastinum is used for both 
diagnostic and therapeutic purposes. 

The procedure has been carried out with different 
approaches. The three routes most commonly used 
are via the indirect retroperitoneal or the exoperiton- 
eal route, the direct substernal or retrosternal route, 
and the direct transtracheal route. 

The direct transtracheal route is the one preferred 
by the authors. This procedure consists in the intro- 
duction of air by means of a special needle into the 
intertracheoesophageal space by the substernal 
route, traversing the trachea. The air is diffused in 
all directions, in the anterior compartment as well as 
in the posterior compartment. 

_ The introduction of the needle across the trachea 
is well tolerated and causes no noticeable incon- 
venience, 

_ Tracheal abnormalities are the only contraindica- 
tions to this method. 
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The risk of vascular and pleural danger, which 
complicates other methods, is eliminated. It is 
practically painless. It combines simplicity of instru- 
mentation and operative results. It offers all the ad- 
vantages of direct mediastinography; affords rela- 
tively consistent results; and obtains distinct 
roentgenological contrasts and volumetric, as well as 
oscillometric and manometric determinations. 

The objections to the method are more theoretical 
than real. Anatomical risks are reduced toa minimum. 
The needle penetrates into a practially avascular 
area, devoid of large vessels. Vascular accidents are 
rare. Gaseous supertension is not difficult to curb. 
The danger of infecting the mediastinal tissues with 
the needle is negligible. The authors have never ex- 
perienced an inflammatory or infectious reaction in 
their examinations. 

Preoperatively, a hypodermic injection of mor- 
phine and atropine is given. Light laryngotracheal 
anesthesia with a few drops of pontocaine is given 
with just enough of the drug to abolish the cough 
reflex. 

Instruments required for the procedure consist of 
the apparatus for an ordinary pneumothorax and a 
syringe with an airtight control; a special needle with 
a short bevel and equipped with a two-way control; 
and an ordinary stylet and a soft stylet. 

The subject is placed in the dorsal decubitus posi- 
tion with the head slightly extended. 

Cutaneous anesthesia is useless. Under aseptic pre- 
cautions the needle with the ordinary stylet is intro- 
duced perpendicularly to the skin, 1 or 2 finger- 
breadths above the sternal notch. It penetrates the 
anterior aspect of the tracheal cartilage in strictly a 
median sagittal plane. A double maneuver of aspira- 
tion and compression of the syringe confirms whether 
the needle is in the tracheal lumen. After substituting 
the ordinary stylet with the soft stylet, the point of 
the needle is inclined to an angle of 30 degrees with 
the chest and strictly in the median plane and contact 
is then made with the fibrous posterior wall of the 
trachea. With a firm thrust of the needle, the 
posterior wall of the trachea is penetrated. The 
presence of the needle in the mediastinal tissue is as- 
sured by a two-fold maneuver of control: namely, an 
attempt to aspirate with the syringe meets frank 
resistance and, on the other hand, the injection of a 
small amount of air can be made without difficulty 
with the result that a very characteristic tactile 
sensation is obtained when the resistance to the air 
is overcome. 

In order to avoid multiple injuries, no more than 
two attempts to penetrate into the mediastinum 
should be made at one examination. 

The quantity of air injected ranges from 400 to 
700 c.c. The operation lasts from 20 to 25 minutes. 

The procedure of producing an artificial pneumo- 
mediastinum should not be considered an ambula- 
tory operation. It is well to keep the patient in bed 
for at least 24 hours after the procedure. The reab- 
sorption of air from the mediastinum requires a 
period of a few days. 
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Introduction of air into the mediastinum produces 
very significant clinical signs. The subjective signs 
are inconstant. A nonpainful intrathoracic tension 
is experienced when the patient changes from the 
decubitus position to the vertical position. This 
lasts from 1 to 3 days. Rarely a painful retrosternal 
or precordial pain occurs after the injection of 200 
to 300 c.c. of air. The pain is never like that of 
angina. It is transitory and without consequences. 
Respiratory tolerance is excellent. 

The physical signs are more constant. These are 
diminution or loss of the apex beat, disappearance 
of precordial dullness, and changes in the heart beats, 
which may even cease to be perceptible to the ear. 

The physiological changes produced consist of an 
acceleration or, rarer, a moderate slowing of the 
cardiac and respiratory rhythm without regard to 
the total amount of air introduced. A slight rise in 
arterial pressure occurs. Changes in the electrocar- 
diogram do not occur. 

Technical accidents are rare. Puncture of a super- 
ficial vessel necessitates a change of needle to avoid 
the possibility of clot formation which will obstruct 
the lumen of the needle. Penetration of the posterior 
wall of the trachea sometimes produces a disagree- 
able cough. Blood-tinged expectoration may occur. 
Penetration of the needle into the cellular spaces of 
the wall of the esophagus sometimes produces fre- 
quent swallowing movements. 

Gaseous embolism has never been observed. The 
accidental production of pleural detachments is 
rare. Superficial cervical emphysema may occur in 
cases in which the patient coughs violently or the 
change from decubitus to erect position is made 
rapidly. In certain cases of large intramediastinal 
tumors, emphysema may become subcutaneous. All 
of these manifestations disappear in 2 to 4 days. 
They are rarely pronounced and respond to seda- 
tives and the decubitus position. 

Contraindications consist of acute and subacute 
infectious processes of the mediastinum; pulmonary 
and glandular tubercular lesions with sputum heavily 
laden with tubercle bacilli; pronounced changes in 
general condition and cardiac and respiratory func- 
tions; and the presence of tracheal and esophageal 
lesions, cervicothoracic goiters, and aortic aneurysms. 

Artificial pneumomediastinum is particularly use- 
ful in the anatomic and radiologic analysis of all 
abnormal mediastinal or paramediastinal shadows. 
It, routinely, permits the precise determination of 
the site, the dimensions, and the anatomical exten- 
sion of opaque tumors. 5 

Benign tumors permit easy penetration and a 
normal distribution of air. The contrast is particu- 
larly clear and the outlines of the new growth are 
easily determined. They appear clear and definitely 
separate from the adjacent organs. 

In the case of malignant tumors the distribution of 
air is irregular, because of the neoplastic extensions 
and adhesions to the neighboring organs. Borders 
of the tumor appear irregular and opacities caused by 
the presence of metastases can often be detected. 








INTERNATIONAL ABSTRACTS OF SURGERY 


Pneumomediastinum presents a_roentgenologic 
dissociation of affections of the pulmonary paren- 
chyma from those of the mediastinum when the 
mediastinal pleura is separate and free from ad- 
hesions. In cases of bronchopulmonary cancer, it not 
only provides a method of diagnosis but also a means 
of anatomic study which may determine the opera- 
bility of the particular case. 

This method of examination is useful in the diag- 
nosis of encysted and localized cases of pleurisy. It 
furnishes information as to the caliber and position 
of the heart and great vessels. Ventricular and auric- 
ular hypertrophy can be demonstrated. Aneurysms 
and other abnormalities of the thoracic aorta and 
the pulmonary arteries are easily demonstrated. 
Pericardial affections such as adhesions and calcifi- 
cations are readily shown. Changes in the medias- 
tinal tissues such as adhesions to the underlying 
pleura, glandular involvement, and mediastinitis 
may be demonstrated. 

Therapeutically, artificial pneumomediastinum 
has been used in the reduction of mediastinal hernias; 
in extrapleural mediastinal collapse therapy; and in 
the treatment of hemoptysis in severe cases of 
bilateral pulmonary tuberculosis. It has also been 
used in the prevention and treatment of pericardial 
adhesions. BLACKWELL MarkuaM, M.D. 


The Treatment of Traumatic Hemothorax. (Hemo- 
t6rax traumatico. Tratamiento). EpMuUNDO PETeER- 
MANN F. Ninth Congr. Interam. y 27th Chil. Cir, 
1953, P- 253 

Ninety-six cases of traumatic hemothorax are 
reported. The great majority were instances of pene- 
trating stab wounds of the thorax, a lesser number 
were examples of gunshot wounds, and a few arose 
from closed trauma to the thorax. The material 
stems from the services of emergency surgery in 
Santiago, Chile, in the 3 years from 1950 to 1952. 
Classification was made on the basis of the response 
to therapy. 

Twenty-nine hemothoraces were resorbed spon- 
taneously within a period of 10 days and did not 
require any special therapy. 

Thirty-one of these patients recovered completely 
following early resort to thoracocentesis. In those 
instances in which more than one puncture was 
necessary, the subsequent thoracocentesis or thora- 
cocenteses did not evidence any further bleeding, 
but merely an irritative pleural exudate. These 
patients were discharged from the hospital on an 
average of 24 days after the injury with an average 
loss of vital capacity of 18 per cent. 

Twenty-three of these subjects presented a hemo- 
thorax with blood coagulation which did not permit 
of removal of all the blood. Eighteen of these re- 
quired operation (thoracotomy or, in a few instances, 
pulmonary decortication within 3 weeks of the in- 
jury). Fourteen of the 23 patients underwent a 
thoracotomy performed through an_ intercostal 
space; in the others a rib was resected. Rib resec- 
tion (sixth rib) was done in the more chronic 
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instances, in which pulmonary decortication was 
anticipated. Even in the patients operated upon 
early there was always some tendency toward the 
formation of layers of fibrin which interfered more 
or less with the expansion of the lung. In the 
patients operated on after the tenth day, this mem- 
brane was already more or less organized and de- 
cortication was required in every instance. Hos- 
pitalization in these patients averaged 43 days and 
the loss in vital capacity averaged 29.4 per cent. 

Thirty cases became infected. Nearly all of these 
required decortication of the lung. Here the aver- 
age hospitalization period was 70 days and the loss 
in vital capacity averaged 34.3 per cent. 

In general, the use of streptokinase and strepto- 
dornase was relatively ineffective. The hemo- 
thoraces recovering after a single thoracocentesis 
can be left without particular treatment; in those 
instances in which the blood recollects after a single 
thoracocentesis, the bleeding lesion must receive 
immediate attention (thoracotomy) and _thora- 
cotomy must be considered in every instance in 
which the coagula cannot be completely removed 
by thoracocentesis in order to forestall the develop- 
ment of organized coagula requiring pulmonary de- 
cortication to preserve the expansive capacity of 
the lung. Joun W. Brennan, M.D. 


Thymus Tumors (Tumores del timo). A. HALPERIN 
and T. MARKMAN. Prensa méd. argent., 1953, 40: 
3520. 

The generic name “thymoma” includes various 
thymic tumors such as lymphosarcoma, carcinoma 
lymphoepithelioma, lymphoma, and carcinoma gran- 
ulomatosa. The authors emphasize that except for 
symptoms of myasthenia gravis, no pathognomonic 
criteria prevail for clinical diagnosis. These symp- 
toms of mediastinal pressure, dysphagia, cough, re- 
current nerve palsy, hemoptysis, wheezing, and 
dyspnea confine the source of the condition to the 
chest. Thymomas are generally in the anterior 
mediastinum but are also situated in the posterior or 
middle mediastinum. To establish the diagnosis, 
the authors recommend as ancillary measures radio- 
scopy, barium meal, oblique and lateral views, to- 
mography, mediastinal aerography, roentgenky- 
mography, diagnostic pneumothorax, bronchoscopy, 
and esophagoscopy. 

For surgical extirpation, a left lateral decubitus 
position is recommended, employing a posterolateral 
incision. Generally, a trial of x-ray therapy for a 
period of 1 month is permissible, to determine the 
sensitivity of the patient to irradiation. The major- 
ity of thymomas are discovered by roentgenologic 
surveys of the chest. MicvuEt Drosinsky, M.D. 


Pathologic Physiology of Thoracic Surgical Emer- 
gencies (Bases fisiopatological de la cirugia toraci- 
= urgencia). L. ESTELLA. Cir. gin. urol., 1953, 6: 
482. 


The author reviews in detail the altered physiology 
of respiration in such emergencies as open pneumo- 
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thorax, tension pneumothorax, flail chest, mediasti- 
nal pneumothorax, cardiac arrest, wet lung from any 
cause, or a combination of these conditions. Anoxia 
is the resultant state which may prove lethal if 
prompt therapeutic measures are not instituted. It 
is accepted that anoxia for longer than 3 minutes 
causes irreparable cerebral damage; however, the 
author emphasizes the concomitant damage to the 
myocardium, particularly aggravated in the an- 
teriosclerotic and emphysematous patients. 

In instances of pulmonary artery embolism which 
is not immediately fatal, intravenous use of procaine 
is recommended in addition to oxygen under slight 
pressure, preferably administered through an anes- 
thetic gas apparatus by the closed method. Bron- 
choscopy, tracheotomy, or repeated catheter aspi- 
rations may be warranted in accordance with the 
needs of the case. Splinting of tke flail chest is of 
course mandatory. Closure of the open pneumo- 
thorax with under-water seal drainage, a procedure 
required also in closed pneumothorax, is advocated 
by the author. Cardiac resuscitation by hand mas- 
sage with the thumb over the left ventricle anteriorly 
and the fingers posteriorly, at the rate of fifty strokes 
per minute, is definitely lifesaving if anoxia does not 
extend over a period of 3 minutes. Ventricular fibril- 
lation is accomplished with the use of electrical de- 
fibrillators; intracardiac and intravenous procaine, 
potassium chloride or calcium chloride are employed. 
Spontaneous respiration may not ensue for 30 min- 
utes but during this period the patient receives oxy- 
gen under pressure by the endotracheal closed 
system. MicuEt Drosinsky, M.D. 


The Problem of Postoperative Pain in Thoracic 
Surgery. P. E. A. NyLANDER. Acta chir. scand.. 
1953, 106: 252. 


In the ever important problem of pain the control 
of postoperative pain is of special interest to the 
thoracic surgeon. Recently, special attention has 
been paid to this question and a variety of methods 
to control the pain following thoracic surgery has 
been proposed. 

The author describes his experiences with efo- 
caine used postoperatively since the spring of 1952. 
The action of this drug is based on the slow disso- 
lution of procaine crystals in the tissues; i.e., in the 
presence of tissue fluids the procaine crystals are 
immediately precipitated from the solvent and re- 
main in the tissues while the solvent is rapidly 
eliminated. The analgesic effect of the drug lasts 
for 6 to 12 days. 

In thoracic surgery pain arising from the organs 
of the thoracic cavity has to be considered in 
addition to the pain originating in the thoracic wall. 
It must be remembered that the price of the anal- 
gesic effect of a drug may be an undesirable side 
reaction, especially on the function of the respiratory 
tract. The fact that even extensive thoracic opera- 
tions can be carried out under procaine analgesia 
and that in general anesthesia procaine is used for 
obviating untoward stimuli and reflexes suggests 
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that this drug is far more suitable for the control of 
postoperative pain than many general analgesics. 
The author used efocaine postoperatively in 65 
patients, 40 undergoing thoracic operations. Each 
of 4 or 5 intercostal nerves were blocked with the 
drug, the maximum total dose being 10 to 15 ml. 
After operations on the thorax, analgesia of the 
thoracic wall alone is not always sufficient, although 
its beneficial effect is unquestionable. There are 
other significant pathways of pain from the chest, 
however, which the author refers to as the tracheo- 
bronchial, pleural, and esophageal pathways. With 
this in mind he injected efocaine also into the pul- 
monary plexuses of the vagus nerve at the root of the 
lung and into the sympathetic nerve branches which 
join the plexus. Injections were also made into the 
areas in which large adhesions were detached. This 
added application of efocaine often gave dramatic 
results. In some cases no analgesics were needed 
postoperatively except for an injection of morphine 
on awakening. There was not a single instance in 
which efocaine was observed to have an untoward 
local or general effect. _Donatp M. Croucn, M.D. 


One Stage High Thoracoplasty with Apicolysis and 
Burying of the Apex. Its Advantages and 
Complications (La thoracoplastie haute en un 
temps avec apicolyse et enfoulssement du sommet. 
Ses avantages et ses complications). R. Mampuys. 
Acta chir. belg., 1953, 52: 884. 


While classical thoracoplasty leads to pulmonary 
collapse in one plane only, supplementary apicolysis 
produces a collapse in two perpendicular planes. 
Apicolysis has become a procedure indispensable to 
high thoracoplasty. Not infrequently, however, the 
benefit of apicolysis is partially lost because of re- 
expansion of the lowered apex, which takes place 
between the first and the second stages of thoraco- 
plasty. Fibrous reaction following the first stage 
renders a repetition of apicolysis in the course of the 
second stage very difficult. Finally, in the course of 
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time the apex in many instances rises again and thus 
interferes with closure of the apical lesions. 

To overcome such shortcomings, so-called extra- 
musculoperiosteal thoracoplasty has been intro- 
duced. The periosteum of the first 4 ribs is stripped, 
extrafascial apicolysis is performed, and acrylic resin 
balls, or polyethylene sponges or sacs are placed 
above the dome of the pleural cavity. The cosmetic 
effect is very satisfactory, but complications such as 
infection, migration of the prostheses, or decubital 
ulcers of the bronchi are not infrequent, and the 
question as to whether such foreign bodies can be 
tolerated by the body indefinitely has not yet been 
answered. Therefore, the employment of this 
method has very limited indications. 

The new procedure, introduced by Paolo and Paul- 
ino, is performed in one stage, sacrifices only the 
second, third, and fourth ribs, and has as its main 
step what may be termed “burying the apex.” 
Plasma and sanguineous fluid accumulating after 
removal of the drain usually 24 hours after the 
operation, act as a physiologic prosthesis. The apex 
of the lung is attached at the level of the azygos vein 
on the right side or the aorta on the left side, to the 
mediastinal connective tissue posteriorly and the 
first 3 intercostal muscles anteriorly. Thus, a block 
consisting of lowered extrafascial tissues, the first 3 
intercostal muscles, and the parietal pleura is 
created. 

In the author’s opinion, the operation, performed 
by him on 35 patients, deserves a place among the 
procedures devised to produce collapse of the lungs. 
It is done in one stage, causes pulmonary collapse in 
various planes, and, last but not least, creates a 
natural prosthesis in the form of an organized exu- 
date. Preservation of the first rib maintains the 
scapular girdle in normal shape and ameliorates the 
cosmetic effect of the operation. 

Inveterate or very fibrous, rigid lesions as well as 
very large cavities in the apex, or those under ten- 
sion, form a contraindication to this operation. 

Josep K. Narat, M.D. 
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Incarcerated and Strangulated Inguinal Hernia in 
Infants: A Preventable Risk. H. Witttam Crat- 
WORTHY, JR., and ALLAN G. THompson. J. Am. M. 
Ass., 1954, 154: 123. 

The authors make a plea for a simple, elective 
hernia operation performed as soon as the diagnosis 
of inguinal hernia is made, no matter the age of the 
patient. Such a program would, in a large part, pre- 
vent the mortality and morbidity from complications 
of inguinal hernia. If incarceration and strangula- 
tion of the hernia are allowed to occur serious com- 
plications develop. Intestinal obstruction is the 
most serious one, but others worthy of note are: in- 
farction and atrophy of the testis, an increased in- 
cidence of recurrence of the hernia following emer- 
gency operation, and serious postoperative intestinal 
complications. 

The authors analyzed 940 patients subjected to 
herniorrhaphy for indirect inguinal hernia at the 
Children’s Hospital in Columbus, Ohio during the 
7 year period from January, 1946 to January, 1952. 
Approximately 14 per cent of the children were ad- 
mitted because of the presence of incarcerated or 
strangulated hernia. One half of the incarcerated 
hernias were reduced with very gentle taxis, but the 
remaining 7 per cent (69 hernias) could not be re- 
duced. Thirty-nine of the 69 patients with incarcer- 
ated hernia were less than 6 months of age. 

In 35 of the 69 patients undisputable gross evi- 
dence of strangulation of the entrapped bowel was 
noted at operation. After the constricting pressure 
was relieved by enlargement of the internal ring, 
however, the appearance of the bowel improved suf- 
ficiently so that only 1 intestinal resection was 
necessary. 

The only death in the series of 940 cases was that 
of the 3 month old, 6 pound premature infant with a 
48 hour history of intestinal obstruction. The child 
died from peritonitis following the perforation of a 
necrotic portion of the terminal ileum on the fourth 
postoperative day. 

The average period of hospitalization varied from 
4 to 7 days for the 54 patients that underwent emer- 
gency herniorrhaphy, as contrasted with the usual 
2 to 3 days for those subjected to elective hernior- 
thaphy. In 5 of the 69 patients with incarceration or 
strangulation of the hernia, testicular atrophy de- 
veloped, presumably because of necrosis following 
strangulation of the testis. Although one would an- 
ticipate a postoperative recurrence rate of less than 
I per cent in children subjected to elective herni- 
orrhaphy, the recurrence rate in these children on 
whom herniorrhaphy was performed at the time of 
strangulation has been 6 per cent. 

The authors conclude that expectant or truss 
treatment in the infant should not be condoned. 
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The hernia should be repaired before it runs its usual 
course of complications. Only intercurrent infection 
or concomitant abnormalities should interfere with 
the elective surgical repair of hernias in infants. The 
operation is a simple one, the risk is minimal, and the 
morbidity is slight. Wurm T. Fitts, Jr., M.D. 


GASTROINTESTINAL TRACT 


A Case of Melanoma with Multiple Localizations 
Apparently Primary in the Gastrointestinal 
Tract (Un cas de melanome a localisations gastro- 
intestinales multiples apparemment primitives). 
PauL BANZET, JACQUES DELARUE, PIERRE CHAP- 
PELLART, F. SANTAGOSTINI, and JEAN CIVATTE. 
Presse med., 1953, p- 1732. 


The authors report the case of a 47 year old man 
who was admitted to the hospital because of pain in 
the epigastric region, of 2 years’ duration. A de- 
formity was found on the lesser curvature of the 
stomach and the abdomen was explored. At surgery, 
multiple ulcerated lesions of the stomach were 
found, which contained pigment. Some of these 
lesions were papillomatous. The stomach was re- 
sected and when the gastrojejunal anastomosis was 
made the operator was surprised to find, in the 
jejunum, multiple polypoid tumors containing 
melanin. These extended down to the small bowel. 
The patient recovered from the operative procedure 
but died later, following multiple uncontrollable 
rectal hemorrhages. Postmortem examination re- 
vealed the presence of these lesions throughout the 
entire bowel. Excellent illustrations accompany the 
article, both gross photographs in color and micro- 
scopic illustrations of the histology of the gastric 
lesions. 

The authors discuss the possible origin of these 
melanomas and recognize that many cases of such 
apparently primary tumors must be the result of 
metastases from melanomas of the skin or of the 
eye, although no such lesions were found in this case. 

Tuomas C. Douctass, M.D. 


Agastric Pernicious Anemia (Agastrische pernizioese 
Anaemie). M. Tomopa. Chirurg, 1954, 25: 49. 


The author, of the Surgical Department of the 
University of Fukuoka, Japan, discusses changes in 
the peripheral blood and in the bone marrow which 
developed years after total extirpation of the stom- 
ach. A series of 54 total gastrectomies for different 
indications were followed up for a number of years. 

Whereas immediately after the operation the 
erythrocyte count and the hemoglobin rose in most 
patients, a typical macrocytic anemia of the perni- 
ciosa type developed gradually in all cases. For 2 
years after the intervention the blood picture is 
normal or shows some hypochromia. After 2 years 
the erythrocyte diameter increases; some time later 
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the color index rises also. After 3 years the blood 
shows a hyperchromic macrocytic picture, and in the 
bone marrow the proportion of erythroblasts rises 
also. In those patients who survived the gastrec- 
tomy for 5 to 6 years, megaloblasts were found with- 
out any exception. Furthermore, erythroblasts with 
basophil stippling or karyorrhexis were found in in- 
creasing number. The white blood picture is charac- 
terized by an increasing number of hypersegmented 
neutrophils in the peripheral blood and macroneu- 
trophils in the bone marrow. The thrombocytes 
show typical changes also. Macroplatelets and poly- 
karyocytes appear in increasing numbers. At the 
same time, the blood level of vitamin Byz and folic 
acid drops significantly. 

In summary, it can be stated that in all patients 
who survived total gastrectomy a hyperchromic 
anemia developed about 3 years after the operation, 
which gradually changed into a typical pernicious 
anemia about 5 to 6 years after the intervention. In 
contrast to this development, none of 150 cases in 
which stomach resection was performed showed this 
type of anemia. This proves that the absence of 
functioning gastric mucosa is, in some way, the 
cause of the anemia. Treatment with vitamin By 
and folic acid was successful, and the author believes 
that it should be used prophylactically in all pa- 
tients with total stomach extirpation. 

The pathogenesis and the role of the intrinsic 
factor (Castle) is discussed. Experiments on dogs 
are reported to determine whether the invasion of 
colon bacilli into the small intestine influences the 
blood level of vitamin By: and folic acid. 

This interesting article should be studied in the 
original. WERNER M. Sormitz, M.D. 


Active Mesenchymal Tumors of the Stomach; 
Reticulosarcoma and Lymphosarcoma (I tu- 
mori del mesenchima attivo; reticulo e linfosarcomi). 
Patrizio Astorri. Arch. ital. mal. app. diger., 1953, 
19: 315. 

The author presents 2 cases of sarcoma of the 
stomach. Both patients were women, one 27 and the 
other 31 years of age. Surgery was resorted to in 
both cases and after a 2 year follow-up study there 
was no evidence of recurrence in either case. The 
microscopic picture was predominantly reticulo- 
sarcoma in one, and lymphosarcoma in the other. 

A review of the literature brings out some interest- 
ing facts, i.e., these tumors are more frequent in 
males—2 in maies to 1 in females in all cases reported. 
Most patients are from 40 to 60 years of age. The 
anteropyloric region is most often involved and the 
lesion is usually diffuse. Usually there is early 
metastasis locally, but generalized metastasis is rare. 
Differential diagnosis from cancer of the stomach is 
difficult. From a radiological standpoint, these 
tumors may be suspected if there is extensive in- 
volvement with little rigidity of the walls, no relative 
involvement of the mucosa, with peristalsis fairly 
well preserved. Emptying time is usually normal or 
slightly retarded. 





The prognosis is favorable if early surgery is prac- 
ticed and wide resection accomplished. Adjuvant 
roentgen therapy is recommended. Numerous cases 
of survival for 10 years are reported. 

LuciANn J. Fronputi, M.D, 


Leiomyomas of the Stomach and Duodenum, 
RALPH D. CRESSMAN. Gastroenterology, 1954, 26: 
239. 

Smooth muscle tumors of the stomach and duo- 
denum occur with sufficient frequency and severity 
to be of interest to the general surgeon, but are rare 
enough to be commonly overlooked in the individual 
case. Found throughout the intestinal tract, they 
are most frequently encountered in the stomach, 
but only rarely in the duodenum. When searched 
for in the stomach at autopsy, leiomyomas, usually 
of very small size, can be found in a high percentage 
of cases. These are asymptomatic lesions, of little 
clinical interest. Only infrequently do such tumors 
give rise to symptoms leading to their discovery by 
X-ray examination or other means. There is no 
predilection of smooth muscle tumors for either sex. 
The age distribution shows a wide spread from 
youth to old age, with an average age of 46 years. 

The size of the tumor may vary from a few milli- 
meters to huge tumors filling the upper abdomen. 
Leiomyomas are usually sharply circumscribed le- 
sions, but they rarely have a well formed capsule; 
they are usually rubbery hard in consistency, 
rounded when small, and tending to become lobu- 
lated when larger. On cut section a greyish pink 
surface with a whorled or “watered silk” appearance 
is seen. This appearance may be altered by areas 
of fibrosis, necrosis, ulceration, or calcification. Aris- 
ing in the muscular layer of the stomach, growth 
may tend to extend inward, outward, or in both 
directions simultaneously. In over half of the re- 
ported cases, the tumor has been found to lie almost 
entirely within the lumen, covered by a thin layer 
of mucosa which often shows ulceration. The symp- 
toms produced depend on size, position, or ulcera- 
tion of the tumor. The latter development may lead 
to bleeding and is the most usual precipitating cause 
for the discovery of the growth. Hemorrhage may 
be sudden, dramatic, and severe, suggesting massive 
bleeding from a gastric or duodenal ulcer. In other 
patients, gradually developing anemia may ensue as 
a result of prolonged slow blood loss. Dyspepsia or 
gnawing epigastric pain, again simulating ulcer, may 
be present. Rarely, mechanical obstruction may be 
caused by lesions near the pylorus, but in the main 
it is uncommon to have motor disturbances develop. 

On x-ray examination, a smooth rounded defect 
is produced in the gastric shadow. This is usually 
seen as a sharp, smooth intraluminal filling defect, 
with obliteration of the rugae over it, but with 
pliable gastric walls showing good peristalsis. Cen- 
tral ulceration is often visible on the films, and 
extensive calcification occasionally may be present. 
Treatment is surgical, some advising a wide radi 
resection because of the possible presence of sarcoma 
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However, in certain areas wide resection may be 
difficult, and one must be satisfied with the removal 
of the tumor plus a small margin of normal tissue. 

Leiomyomas in the duodenum are of much less 
frequent occurrence, but here too they simulate the 
picture of ulcer with hemorrhage. Obstruction is 
rare and jaundice has not been reported, although 
50 per cent of the tumors occur in the descending 
portion of the duodenum. 

Five cases of leiomyoma are presented by the 
author. In 4 of these the lesions occurred in the stom- 
ach and in 1 instance the lesion occurred in the duo- 
denum. Eart O. Latimer, M.D. 


Intestinal Lesions Caused by Abdominal Con- 
tusions (Le lesioni intestinali da contusioni dell’- 
addome). M. Mint and G. CamMpIoNnE. Ann. ital. 
chir., 1953, 30: 801. 


In contusive injuries to the abdomen, the organs 
that are frequently injured are those that are the 
least protected, such as the intestines. The portion 
of the intestine most commonly affected is usually 
the small bowel. A series of 15 cases of abdominal 
contusions with intestinal injury were studied in this 
report. 

While there are many mechanisms that act in a 
traumatic injury of the abdomen, the main factors 
are percussion, pressure, and counter-pressure. The 
majority of injuries in this series were caused by a di- 
rect blow to the abdomen by the foot of an animal, by 
falling on the abdomen, by automobile accidents, 
and by objects falling directly on the abdomen. 
There appears to be no difference in the effect from 
these various injuries. Direct injury to the intestine 
was seen in 34 per cent of these cases, and in 66 per 
cent the intestinal lesions were from the effect of in- 
direct pressure. Severe contusive injury to the in- 
testine occurred in 73 per cent of cases and rupture 
injury to the intestine was present in 20 per cent. 
The intestinal lesions were almost exclusively con- 
fined to the proximal and distal portion of the small 
bowel. 

In go per cent of the cases severe abdominal pain 
was present immediately after injury; emesis was 
present in 70 per cent of these cases. The clinical 
findings, in the order of frequency, were as follows: 
leucocytosis (100%), rigid abdomen (86%), meteor- 
ism (86%), shock (80%), absence of hepatic dullness 
(39%), hyperthermia (30%), and free air in the ab- 
domen (20%). Roentgenograms.of the abdomen 
within the first hour of injury usually revealed gas- 
tric dilatation and intestinal paralysis. 

The therapy is necessarily surgical and should be 
undertaken as soon as there are findings of intestinal 
injury. A xyphopubic incision was made immedi- 
ately and the entire intestinal tract was inspected 
for injury. In 10 patients with simple perforation, 
the intestine was repaired by suturing the defect in 
two and three layers. A resection with end-to-end 
anastomosis was done in 3 cases in which there were 
multiple injuries, or in which the blood supply to 
the segment was impaired. In one case in which the 
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proximal portion of the jejunum, attached to the 
ligament of the Treitz, was lacerated, the segment 
was resected, the stump was closed, and a lateral 
anastomosis was done. In all cases, including those 
in which there was active peritonitis, penicillin and 
streptomycin was instilled into the peritoneal cavity 
and the wound was closed without drainage. 

The mortality rate in this series of cases was 46.6 
per cent. Although the mortality rate was directly 
proportional to the extent of associated injuries such 
as fractures, shock, etc., the cause of death was a dif- 
fused purulent peritonitis. 

Roranp A. MAnrrepnt, M.D. 


Post-Bulbar Duodenal Ulcer with Particular Refer- 
ence to Its Hemorrhagic Tendency. JERomeE M. 
Swarts and Marion L. Rice, Jr. Gastroenterology, 
1954, 26: 251. 

Although there are numerous allusions to post- 
bulbar duodenal ulcer in the literature, little infor- 
mation about the problem is available. The authors 
have been confronted with the existence of post- 
bulbar ulcer in 11 patients in the last 5 months, and 
since 8 of these bled either for the first time or recur- 
rently, their attention has been focused upon the 
problem in general and upon the complication of 
hemorrhage in particular. Autopsy figures disclose 
an incidence of post-bulbar ulcer varying from 5 per 
cent to 17 per cent, the average incidence being 9.6 
per cent. The incidence ranges from 5 per cent to 
17 per cent in surgical cases of duodenal ulcer; the 
roentgenographic incidence is 1 per cent to 5 per cent. 

The authors report 18 additional cases of post- 
bulbar ulcer. Eleven of these patients have been 
observed by them within a period of 5 months. All 
of these patients were males. The age distribution 
ranged from 23 to 77 years. There was nothing char- 
acteristic about the symptoms which would distin- 
guish ulcer in this area from ulcer in the duodenal bulb. 
Gross hemorrhage occurred in 13 patients. Roent- 
genographic signs of post-bulbar ulceration were 
present in 17 cases; one patient with a classical ulcer 
history required urgent surgery for rapidly recurring 
hemorrhage before x-ray confirmation could be ob- 
tained. In 11 cases an ulcer crater was demonstrated 
one or more times; in 6 cases no niche could be dem- 
onstrated roentgenographically, but a defect was 
noted in the second portion of the duodenum. Asso- 
ciated deformity of the duodenal cap was noted in 
4 cases. There were no cases of ulcers of the third or 
fourth portions of the duodenum. Eleven patients 
were treated surgically. The incidence of hemor- 
rhage was 72 per cent; 61 per cent of the entire group 
were treated by gastric resection with and without 
vagotomy; there was 1 death in the group. 

The addition of this group of patients to those al- 
ready reported in the literature brings the total num- 
ber to 130. Of these, 49 bled grossly. Fifty-eight per 
cent of the entire group were treated surgically. The 
incidence of hemorrhage in 80 cases of post-bulbar 
ulcer, including the authors’ cases, is 60 per cent. 
The difference in frequency in respect to hemorrhage 
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Fig. 1 (Zettergren). Case 1. High power picture of the 
fatty tissue in the ileocolic valve. The fat cells are equal in 
size and are arranged in columns in some places. On the 
left of the picture there is a fibrous septum. 


between all duodenal ulcers and post-bulbar ulcers 
is 40.9 per cent, which is significant. 

It appears that although post-bulbar ulcer is much 
less frequent than ulcer of the duodenal cap, it is 
more often serious in that the tendency to bleed is 
much greater. There is a high incidence of intracta- 
bility in these cases. Neither perforation nor ob- 
struction occurred in the authors’ series;.these are 
apparently very infrequent complications. Involve- 
ment of the common bile duct occurred in one of 
these cases and has been mentioned by others. The 
large proportion of cases in which surgical treatment 
is indicated and in which it has been undertaken, in 
spite of adherence to rigid criteria, is striking. 

It is difficult to determine the true incidence of 
clinical post-bulbar ulcer. Most people who have 
been concerned with this problem believe that it oc- 
curs more frequently than it is diagnosed. It would 
be possible to determine this accurately if the duode- 
num were examined meticulously in three positions 
in every case in which the diagnosis of peptic ulcer 
is entertained. Unfortunately, examination of the 
second portion of the duodenum is too frequently 
overlooked during fluoroscopic examination and this 
area may not be visualized adequately, or at all, on 
the films. Eart O. Latmer, M.D. 


Lipohyperplasia of the Ileocolic Valve. LENNART 
ZETTERGREN. Acta Soc. med. Upsaliensis, 1953, 
59: 61. 

The author has found that information concern- 
ing the amount of fat normally present in the wall of 
the intestine and particularly in the ileocolic valve 
is very meager, although reports of pathologic ac- 
cumulations of fat in the bowel wall in the form of 
lipomas are relatively common. Two cases are de- 
scribed in which the amount of fat in the ileocolic 
valve was unusually great. In both instances the 
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Fig. 2 (Zettergren). Case 2. In this illustration, the 
lumpy, thickened ileocolic valve is observed from the 
cecal side. 


patients were elderly persons with long-standing 
abdominal complaints manifested particularly by 
flatulence. In the first case, roentgenographic exa- 
mination of the cecum revealed a filling defect which 
was suspected of being malignant. In the second 
case, the enlarged valve was an incidental finding at 
operation for a carcinoma of the colon and a carci- 
noid of the ileum. In each case the valve presented 
the appearance of a soft tumor, the size of a walnut, 
projecting into the lumen of the cecum (Fig. 1). 
The lumen of the distal ileum adjacent to the valve 
was constricted. Microscopically, the normal-ap- 
pearing adipose tissue was disposed in the submucous 
layer on both the ileal and cecal side of the valve 
from which it tapered away in both directions. Al- 
though both patients were obese and presented ex- 
cessive subserous and retroperitoneal fat stores, no 
direct connection was discovered between this fat 
and that found in the ileocolic valve. 

Because of the lack of any previous information 
on this subject, the author investigated the normal 
occurrence of fatty tissue in the ileocolic valve in 
43 adult patients most of whom had died of causes 
unrelated to their intestinal tracts. In each case 
fat was discovered in variable amounts. In 5 pa- 
tients, the amount of fat present was considered 
excessive, although in none was it as well developed 
as in the patients herein described. A direct relation- 
ship was generally found between the amount of 
fat present in the ileocolic valve and the amount 
disposed in the subserous and retroperitoneal areas. 

The author has concluded that the large amount 
of fat present in the ileocolic valve in the 2 patients 
presented is part of the general marked adiposity 
of the abdomen. It is apparent that the major 
significance of this unusual finding lies in its dif- 
ferentiation from a malignant condition in this area. 

Harvey N. Lippman, M.D. 
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Three Cases of Acute Nonspecific Necrotizing En- 
terocolitis (A propos de 3 cas d’entérocolite nécro- 
sante aigué non spécifique). L. HoLLENDER and E. 
Scuwinct. Acta gastroenter. belg., 1953, 16: 727. 


Acute nonspecific necrotizing ileitis is extremely 
rare in France. Only 2 reports of the disease have 
appeared in the French literature and for this reason 
3 additional cases are reported. 

The first case was that of a 75 year old man who 
had abdominal symptoms for 8 days prior to ad- 
mission to the hospital. A tentative diagnosis of 
acute appendicitis was made; however, at surgery 
the appendix was found to be normal. Distal to the 
ligament of Treitz, 60 cm. of the ileum was inflamed, 
and the site of a perforation; this was sutured. An 
appendectomy was done and the abdomen was closed 
without drainage. The patient died on the thirteenth 
postoperative day. At autopsy there was a purulent 
peritonitis, the source of which was an additional 
region of acute segmental necrotizing ileitis involving 
the middle portion of the jejunum. Many ulcers 
were present, and all layers of the bowel wall were 
involved. The ulcers did not have the appearance 
of typhoid or paratyphoid lesions. 

The second patient was a 53 year old female who 
was admitted to the hospital because of diabetes 
mellitus and abdominal pain. A diagnosis of peri- 
tonitis caused by a perforated viscus was made. 
Exploratory laparotomy revealed three separate 
segments of inflamed bowel, one of these involving 
the cecum and two the small bowel. The bowel 
wall of these segments was thickened. Multiple 
areas of hemorrhage were present on the serosa. 
The mesentery was edematous and contained en- 
larged lymph glands. No perforations were iden- 
tified. Treatment consisted of drainage of the 
peritoneal cavity. Culture of pus obtained from 
the peritoneal cavity revealed staphylococcus he- 
molyticus. The patient survived. 

The third patient was a 49 year old male admitted 
to the hospital several hours after the onset of ab- 
dominal pain. A diagnosis of peritonitis was made. 
Laparotomy revealed an inflammatory process in- 
volving the cecum and right colon. The diseased 
segment was sharply demarcated from normal bowel. 
The segment was edematous, red-purple, and cov- 
ered with a false membrane. No perforation was 
present. Treatment consisted of instillation of 
antibiotics into the peritoneal cavity and drainage. 
The patient recovered. 

Acute nonspecific necrotizing enterocolitis usually 
affects males 50 to 70 years of age. The onset is 
sudden in 75 per cent of cases and is characterized 
by severe cramplike abdominal pain, vomiting, 
fever, and diarrhea. Usually the abdomen is soft. 
Frequently the pain localizes in the right lower 
quadrant of the abdomen, leading to a diagnosis of 
appendicitis, and usually there is leucocytosis above 
10,000. The jejunum is most often involved. The 
inflammatory changes are nonspecific. There are 
patchy areas of necrosis and hemorrhage involving 
all layers of the bowel. Thrombosis in veins and 
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arterial occlusion of small arteries in the bowel wall 
are common findings. 

The etiology is obscure. Treatment is conserva- 
tive and consists of antibiotics and surgical drainage 
of the peritoneum. Resection of bowel is indicated 
if areas of gangrene are present. 

FREDERICK W. Preston, M.D. 


Appendicitis Mortality at Present. A Study of 
70,864 Cases. GustaFr ELFVING and JUHANI RAILo. 
Ann. chir. gyn. fenn., 1953, 42: 223. 


A study of 70,864 cases of acute and chronic ap- 
pendicitis collected from the reports of Finnish hos- 
pitals from 1945 to 1950 is presented. It is compared 
with another series for 1930 to 1938 collected by 
Renkonen in 1946. The mortality is presented and 
compared with that reported in series from other 
countries. The findings in the present group of cases 
are given in Table I. 

A definite decrease is seen in the mortality from 
appendicitis in its various forms. The greatest de- 
crease occurred from 1947 on and is attributed 
mainly to the use of antibiotics, better attention to 
the fluid and electrolyte balance, and efforts in re- 
lieving gastrointestinal distention. The difference in 
mortality between the 1930 to 1938 and the 1945 to 
1950 series is presented in tabular form below. 




















treet —_| tots neta 
Simple acute appendicitis 0.39 0.13 
Ruptured appendix with local peritonitis. 3.61 2.03 
Ruptured appendix with diffuse peritonitis 18.56 8.83 
Chronic appendicitis 0.15 O° 


The over-all mortality rate was 0.7 per cent. Some 
recent studies are briefly reviewed. In general, the 
mortality compared favorably with other reported 


TABLE I.—DISTRIBUTION OF CASES (70,864 
IN ALL) FROM 1945 TO 1950. 


1945 | 1946 | 1947 | 1948 | 1949 | 1950] Total 





Simple acute appendici- 
tis 





Total No. of cases 5,261| 6,780] 7,628] 9,235|11,075 |9,731 |49,710 





Mortality in percentage} 0.23 | 0.07 | 0.18 | 0.21 | 0.05 | 0.11 | 0.13 





Ruptured appendix with 
local peritonitis 





Total No. of cases 891} 975] 952/1,156 | 1,268 |1,120] 6,362 





Mortality in percentage] 2.69 | 3.07 | 2.73 | 1.29 | 1.18 | 1.69 | 2.03 





Ruptured appendix with 
iffuse peritonitis 





Total No. of cases 379| 495| 614} 708} 806) 745) 3,747 





Mortality in percentage} 13.98] 14.14| 5.86 | 9.60 | 6.57 | 6.84] 8.83 





Chronic appendicitis 
Total No. of cases 1,455] 1,815] 1,861] 2,044] 2,137] 1,733] 11,045 
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series of cases. The latter also showed a decreased 
mortality. Donatp C. Geist, M.D. 


Diverticulitis of the Appendix (Contributo allo studio 
dei diverticoli dell’appendice vermiforme). E. REG- 
GIANI. Arch. ital. mal. app. diger., 1953, 19: 379. 


The author presents 7 cases of diverticulitis of the 
appendix. The first case was one of a true or con- 
genital diverticulum. The next 2 cases were of the 
acquired inflammatory or false type, and the last 4 
were of the acquired noninflammatory type. These 
last 4 cases represent a false type of diverticulum 
originating in weak spots in the appendiceal wall. 
They are also classified as rudimentary diverticula. 

The subject and the literature are reviewed and the 
different types illustrated. The simplest classifica- 
tion would divide them into congenital and ac- 
quired. The latter are further subdivided into in- 
flammatory and noninflammatory types. The 
diagnosis of this condition is not considered possible. 
The findings are those of chronic recurring appendi- 
citis, and appendectomy is recommended. 

LuciAN J. Fronputi, M.D. 


A Pedigree of Multiple Polyposis of the Colon. 
James V. NEEL, RoBErtT J. Bott, and H. Marvin 
POLLARD. Gastroenterology, 1954, 26: 1. 


The authors report an unusual kindred of multiple 
polyposis of the colon, and underline a number of 
points of interest in connection with the disease. 
Within this family group there are 16 individuals 
known definitely to have developed multiple poly- 
posis, 2 more who, because of their known symp- 
tomatology and the fact that they transmitted the 
condition, almost certainly had the disease, and 3 
additional members in whom the condition is strong- 
ly suspected. The pattern of inheritance is that of 
a simple dominant trait. There appears to be a 
satisfactory approximation to the 1:1 ratio expected 
in simple dominant heredity. In addition to the 
persons known to be affected in this family, there 
are 21 children of certainly or very probably affected 
persons who, because of youth or inaccessibility, 
have not yet been examined; half of them may be 
expected to develop multiple polyposis. 

None of the affected persons in this family had 
the syndrome of disseminated polyposis of the gas- 
trointestinal tract accompanied by abnormal pig- 
mentation of the lips and buccal mucosa and, more 
rarely, of the skin about the mouth and the fingers 
and toes. The present pedigree would appear to be 
one of simple multiple polyposis of the colon. 

This family provides an excellent illustration of 
the application of genetic principles to the practice 
of preventive medicine. Here, like Huntington’s 
chorea and certain other ‘‘degenerative” diseases of 
late onset, is a dominantly inherited disease which 
usually becomes of clinical importance in the thirties 
or forties, after the affected person is well along in 
his or her reproductive life. An affected person will 
thus usually have several to many children before 
the overt consequences of the inherited abnormality 


appear, but unlike Huntington’s chorea, the clini- 
cian can with a high degree of accuracy detect indi- 
viduals who have inherited the abnormal gene long 
before the onset of symptoms. Accurate advice can 
be given to a young man or woman concerning the 
chance that the defect will appear in his or her 
offspring. Furthermore—and again in contrast to 
Huntington’s chorea and certain other serious in- 
herited diseases—measures are at hand for dealing 
with the disease in its premalignant stages in such 
a way as to decrease greatly the risks involved. 

Because of the wide variation in the age at which 
malignant degeneration first appears, any person 
with polyposis above the age of 25 is clearly well 
within the danger zone; 12.5 per cent of the total 
series of patients actually developed a malignancy 
below that age. 

The most conservative approach to the problem 
is a subtotal colectomy with ileosigmoidostom) 
followed by periodic fulguration of the remainin; 
polyps. While this undoubtedly lesse: rob- 
ability of cancer, experience has -' that. 
sooner or later one of the r olyps | 
malignant. Two more radical | ble procedures 
present themselves. ese nplete colec- 
tomy with permane:: alxi: ton hich 
is undoubtedly the k m the stand- 
point of the patient, ai che operator, 
but confronted with t. ‘cet Of a permanent 
ileostomy, many patien' will temporize until it is 
too late. The other alternative is complete colec- 
tomy with an anal ileostomy as advocated by 
Ravitch and Sabitson. At the present time statistics 
concerning the relative merits of these three surgical 
approaches to the problem—statistics which take 
into account not only operative mortality and length 
of survival but the patient’s adjustment and pro- 
ductivity during that period—are not available be- 
cause of the rarity of the disease. In the absence of 
such statistics there does not seem to be a basis for 
sound judgment concerning the most desirable 
procedure. Rosert TureELtL, M.D. 


Cancer of the Colon. Remarks Based on Observa- 
tion of 216 Cases (Cancers des célons. Quelques 
considérations 4 propos de 216 cancers coliques). 
Guy Daumerte. Acta chir. belg., 1953, 52: 902. 


The series presented by the author does not in- 
clude tumors of the rectosigmoid region or the rec- 
tum. Of 216 tumors, 63 carcinomas (30 per cent) 
were located in the right colon, 27 tumors (12.5 
per cent) in the transverse colon and 113 cancers (57.5 
per cent) in the left colon. Only 1 sarcoma, located 
in the cecum, was encountered. 

The vegetating, fungating type shows preference 
for the right side of the colon, has a tendency to 
ulceration and the production of anemia. The 
stenosing type remains mobile for a relatively long 
period of time and causes partial obstruction even 
in its early stages. ; 

The author advocates cecostomy for acute, It- 
reducible obstruction proximal to the splenic flexure, 

















lo 


ur 
tri 


se; 
ar 


an 


he 
fis 
lef 


av 


we 





ewe CU 


a VS SR wS SE 








and transverse colostomy for the same condition 
distal to the splenic flexure. 

Vague abdominal pains were recorded in the 
histories of all patients, loss of weight was observed 
in over 75 per cent, constipation in 60 per cent, 
diarrhea in 4o per cent, and pronounced anemia in ro 
per cent of the entire series. The average duration of 
symptoms prior to admission was 8 months. 

“ Sulfonamides are given for 5 to 6 days preceding 
the operation and streptomycin 24 hours prior to the 
intervention. 

Hemicolectomy with terminoterminal anastomosis 
is performed for lesions of the right colon. The re- 
sected segment includes from 10 to 20 cm. of the 
ileum and extends to the right third of the trans- 
verse colon. 

If the tumor is located in the hepatic flexure, the 
right hemicolectomy includes also the right and 
middle third of the transverse colon. The entire 
transverse mesocolon is removed if the tumor is 
located in the transverse colon. 

In the presence of a carcinoma of the splenic flex- 
ure, resection extends from the left third of the 
transverse colon to the ileopelvic junction. 

If the tumor is located in the descending colon, the 
segmental resection includes the entire left colon and 
a portion of the sigmoid. The inferior mesenteric 
artery is removed only if frozen sections demonstrate 
an invasion of lymph glands by malignant cells. 

A closed type of anastomosis, with 3 layers of 
sutures, is employed. Drainage is not used. Right 
hemicolectomy is supplemented by a _ Witzel’s 
fistula 20 cm. above the anastomosis, while after 
left segmental resection, dilatation of the anus 
avoids the necessity of introduction of a rectal tube. 

In the author’s series 81.9 per cent of all cases 
were operable. The postoperative mortality was 
13.3 per cent. 

Five year survivals after operations on the right 
colon were recorded in 40.5 per cent of all cases. The 
corresponding figures for carcinoma of the trans- 
verse or the left colon were 41.5 per cent, or 40.4 
per cent, respectively. Josepu K. Narat, M.D. 


Treatment of Carcinoma of the Colon and Rectum. 
BENTLEY P. Cotcockx. Am. J. Surg., 1954, 87: 13. 


The choice of operative procedure for patients 
with carcinoma of the colon and rectum must always 
be individualized. Steadily increasing use of the one- 
stage procedure is justified, but there will still be pa- 
tients who come to operation with an obstructed, 
dilated, proximal segment. A two-stage resection 
should always be considered in this situation. The 
modified Mikulicz procedure has an advantage over 
other two stage operations in that the growth is elim- 
inated at the time of the first operation and the sec- 
ond stage is an extraperitoneal procedure. The plan 
is particularly adaptable to the unfavorable case. 

Open type anastomosis is preferred. Complete 
visualization of the mucosal, submucosal, and serosal 
layers permits more accurate placement of sutures 
which results in a strong accurate union with less 
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inversion and less chance for postoperative obstruc- 
tion. The use of sulfathalidine and sulfasuxidine 
along with streptomycin, aureomycin, and neomycin 
has helped to make open anastomosis preferable to 
closed anastomosis. 

Preoperative preparation includes restoration of 
the hemoglobin, red blood count, and blood volume 
to normal. If the small bowel is obstructed it should 
be decompressed with the Miller-Abbott, Harris, or a 
similar tube. Careful mechanical preparation and 
emptying of the colon is practiced. Antibiotics and 
sulfa derivatives are given as indicated. The car- 
diac and renal status of the patient is carefully evalu- 
ated. Preliminary cecostomy or transverse colos- 
tomy must be considered in the presence of a malig- 
nant lesion of the left colon with associated obstruc- 
tion. 

The operation of anterior resection with intra-ab- 
dominal anastomosis of the upper sigmoid or de- 
scending colon with the rectal stump has been widely 
employed in recent years. The comparison of 5 year 
survival rates of a sufficiently large number of pa- 
tients following anterior resection with those follow- 
ing the Miles abdominoperineal resection has yet to 
be made. If local recurrence is to be avoided, the line 
of resection should be at least 7.5 cm. below the lower 
palpable border of the lesion. For carcinoma at or 
below the peritoneal reflection, the Miles abdomino- 
perineal resection should be the operative procedure. 
Local recurrence of a rectal carcinoma following 
resection is a very distressing condition. The best 
chance the surgeon has to prevent this unfortunate 
development is to carry out the widest possible re- 
moval of the growth at the time of the first operative 
procedure. It is encouraging that the morbidity as- 
sociated with the present day treatment of carcinoma 
of the colon and rectum has been markedly reduced. 
At the same time the operability rate has steadily 
increased and is now approximately go per cent. 
The mortality rate has declined to less than 3 per 
cent. These figures suggest that further significant 
improvement must come from earlier diagnosis with 
detection and elimination of the premalignant mu- 
cosal polyp. KENNETH E, SHERMAN, M.D. 


Rectal Sphincter Reconstruction Using Gracilis 
Muscle Transplant. KENNETH PICKRELL, FRANK 
MASTERS, NICHOLAS GEORGIADE, and CHARLES 
Horton. Plastic & Reconstr. Surg., 1954, 13: 46. 


The authors describe a method of reconstructing 
the rectal sphincter by the use of a gracilis muscle 
transplant and report the results obtained with this 
procedure. 

The procedure was used in patients whose rectal 
incontinence resulted from the absence or interrup- 
tion of the nerve supply to the perineum and its mus- 
culature. A brief review of the anatomical and phy- 
siologic aspects of the gracilis muscle and perineum 
is given. 

Preoperative preparation consists in a low residue 
diet, a barium enema, and careful, repeated cleansing 
and flushing of the colon. Antibiotics are used as in- 
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dicated. Careful examination and study of the geni- 
tourinary tract is carried out. The stronger of the two 
gracilis muscles is selected if there is any difference in 
them. 

The operation consists in freeing the gracilis mus- 
cle with its preserved nerve and blood supply, and 
severing it at its insertion. This is done through a 
series of three incisions at varying levels in the 
thigh. Perineal incisions are made in the anterior 
and posterior commissures. These are deepened on 
each side of the raphe. A subcutaneous tunnel ad- 
mitting 2 fingers is then developed, connecting these 
incisions and connecting with the upper thigh in- 
cision. Pulleys are constructed by using each raphe 
and partially freeing it. The gracilis muscle is then 
threaded through the thigh into the perineal tunnel 
under both pulleys and in a clockwise direction 
about the anus. The tendinoperiosteal insertion of 
the gracilis muscle is split for 1 to 2 centimeters. One 
portion is threaded over a periosteal pulley devel- 
oped from the tuberosity of the ischium. The other is 
placed over a pulley developed from the levator ani 
muscle. All incisions are closed, without drains, with 
silk sutures. 

The patient is placed on liquids for several days 
after operation. Sutures are removed on the sixth or 
seventh day, and full meals are begun at this time 
with mineral oil at bedtime. In several days the pa- 
tient develops a feeling of abdominal fullness. He is 
then placed on a commode or training seat and. with 
the thighs adducted and the trunk flexed, is taught to 
relax the perineum and apply manual kneading pres- 
sure to the lower abdomen. Training periods are re- 
peated at regular morning hours. The patient is 
usually quite well trained at the end of 2 weeks. 

Twelve children have been operated upon by this 
method; 11 were incontinent from birth due to spina 
bifida, meningocele, or some congenital neurogenic 
malformation. One child of 3 years had the perineum 
and anus chewed away when attacked by a sow. The 
children’s ages varied from 3 to 12 years. All but 1 
of the children were males. In each instance, the 
patient has developed controlled continence of the 
feces and gas. Several patients have been followed 
up for 5 or more years. 

The authors emphasize that these patients develop 
voluntary, controlled continence. Automatic control 
as in the normal mechanism is not achieved. 

Donatp C., Geist, M.D. 


Carcinoma of the Rectum. Therapeutic Results 
from 1928 to 1946. THoRKILD RasmusSEN. Acta 
chir. scand., 1953, 106: 351. 


A statistical analysis of 329 cases of rectal carci- 
noma from a surgical department and 216 cases 
from the Radium Center, Odense, observed during 
the period from 1928 to 1946 is presented. 

In the surgical series, 68 per cent of the patients 
were males and 32 per cent were females. The opera- 
bility was approximately the same for both sexes, 
averaging 48.8 per cent. In 130 of 150 operable 


cases, radical surgery was carried out with an operative 
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Fig. 1 (Rasmussen). Survival time after operation. 
Number of survivors in percentage. 


mortality of 15.4 per cent, but preliminary cecos- 
tomy or colostomy caused enough deaths in the 
remaining 20 cases to bring the total mortality up 
to 26 per cent. Abdominoperineal resection of the 
rectum gave the longest survival time (10.0 years), 
abdominoperineal extirpation was next (8.6 years), 
and perineal amputation was last (5.2 years). 
Figure 1 represents these figures. 

Seventy-seven per cent of all the lesions were 
within 10 cm. of the anus and therefore should have 
been palpable digitally. The delay before surgery 
could have been decreased by routine rectal digital 
examination by the first examining physician. 

An analysis of the cases from the Radium Center 
showed that the terminal stage was more painful 
and protracted in patients who underwent unsuccess- 
ful radical treatment than in those not treated 
surgically. Ernest D. BLOOMENTHAL, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


Fatty Infiltration of the Liver, and Antibiotics 
(Stéatose hépatique et antibiotiques). L. Dr- 
MEULENAERE. Acta gastroenter. belg., 1953, 16: 791: 


Two cases of fatty infiltration of the liver fol- 
lowing the prolonged administration of antibiotics 
are reported. 

The first patient was under treatment for lympho- 
granuloma. Because of a low grade fever, she received 
1.5 gm. daily of aureomycin for approximately § 
months. She then developed malaise, hepatomegaly, 
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and jaundice, and died. Autopsy showed a large 
fatty liver. Histologically, the structure of the liver 
parenchyma was intact. Most of the fat was located 
within the hepatic cells. 

The second patient was treated with large doses 
of antibiotics for a pneumonic process of unknown 
etiology for a 3 to 4 month period. During this 
illness he received penicillin at various intervals 
(1,000,000 units daily for 20 days, then 1,800,000 
units daily for approximately 30 days), streptomycin 
(1 to 1.5 gm. daily for 35 to 40 days), and aureomycin 
(1.5 to 2 gm. for 35 days). In addition, a course of 
chloromycetin was given. The patient’s terminal 
illness was characterized by jaundice, dark urine, 
light stools, mental confusion, and hepatic insuffi- 
ciency. At necropsy the liver weighed 2,300 kgm. 
Splenomegaly was present. There was gross fatty 
infiltration of the liver. Histologically, the archi- 
tecture of the liver was preserved. The hepatic 
cells were loaded with fat, and in some areas they 
were replaced by confluent globules of fat. 

The author calls attention to the fact that anti- 
biotics inhibit phosphorylation, an important process 
in the intermediate metabolism of fat. Whether 
this action takes place in the hepatic cells or is a 
result of alteration of the bacterial flora of the 
intestinal tract has not been determined. 

FREDERICK W. PreEsTON, M.D. 


Death After Hepatic Artery Ligation in the Treat- 
ment of Portal Hypertension Due to Cirrhosis 
(Morte apés ligadura da artéria hep4tica no trata- 
mento da hipertenséo porta por cirrose). ADONIS 
CARVALHO and JOAQuIM CAVALCANTI. Rev. brasil. 
med., 1953, 10: 767. 


A 30 year old male patient appeared for examina- 
tion in a confused and disoriented mental condition. 
He was markedly emaciated and asthenic; however, 
he was able to give a rather vague past history of 
pains in the legs and some edema, and a progressive 
enlargement of the abdomen. 

Examination disclosed a thin, pale male with evi- 
dent anemia, marked ascites, an inferior vena cava 
type of collateral circulation, and a huge spleen (4 
fingerbreadths below the costal margin). Nine liters 
of ascitic fluid was removed by abdominal paracente- 
sis. This fluid rapidly reformed despite absolute bed- 
rest and medical treatment (methionin, colin, glu- 
cose, and mercurial diuretics). Ligation of the he- 
patic artery by the method proposed by Berman et 
al. (Arch. Surg., 1951, 63: 379, 623; Surg. Gyn. Obst., 
Internat. Abst. Surg., 1952, 94: 465), was decided 
upon. 

The operation was successfully completed under 
antibiotic (penicillin and streptomycin) and sulfona- 
mide protection against the postoperative develop- 
ment of anaerobic bacteria; however, a few hours 
after the operation the patient became comatose and 
died 30 hours after the operation. 

_The histological report began, of course, with the 
biopsy specimen taken at the time of the operation 
preceding the ligation of the hepatic artery. The 
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specimen exhibited a thickened Glisson’s capsule and 
septa separating the portal spaces. These fibrous 
structures showed lymphocytic and plasmocytic in- 
filtrations in areas and also some areas of subcapsular 
granulation tissue. However, there were areas where 
the liver parenchyma appeared to be well preserved. 
The specimen procured at autopsy, 44 hours after 
the ligation operation, exhibited, in addition to the 
findings mentioned above, accentuated evidence of 
liver cell degeneration, predominantly centrolobular 
but also irregularly distributed and at times involv- 
ing more or less of the entire lobule. 

The author does not believe that anaerobes had 
any part in the development of this widespread ne- 
crosis of the liver and the patient gave no evidence 
of the presence of schistosomiasis (bilharzia) Man- 
soni. Thus, he was forced to believe that the process 
must be ascribed to circulatory deficiency, that is, 
the collateral circulation failed to develop or to pro- 
vide for the proper blood supply to the liver cells 
following the ligation of the main artery to the organ. 

Joun W. BRENNAN, M.D. 


Gallbladder Disease in Adolescents and Young 
Adults. Grorce D. J. Grirrin and Lucian A. 
SmitH. J. Am. M. Ass., 1954, 154: 731. 


This article was based on a study of the clinical 
records of 175 cases in which stones were removed 
from the common bile duct. Biliary colic was present 
in 79 per cent of the cases; jaundice, in 65 per cent; 
nausea and vomiting, in approximately 75 per cent; 
and chills or fever, or both, were present in 49 per 
cent. Some degree of pancreatitis was present in 32 
per cent of the cases. 


Surgical Aspects of Choledocholithiasis. Joun M. 
WaucH, Epwarp V. JOHNSTON, and JAmeEs C. 
Cain. J. Am. M. Ass., 1954, 154: 734. 


Common duct exploration should be carried out 
in association with cholecystectomy whenever any 
suspicion of the presence of stones in the common 
duct arises. Further reduction in the mortality 
associated with common duct stones and their re- 
moval rests on the careful evaluation of results fol- 
lowing choledochotomy in patients operated upon 
for biliary tract disease or pancreatitis. 

Careful and thorough exploration of the common 
bile duct, with removal of all of the stones therein 
at the initial operation, would minimize the dura- 
tion of changes (such as obstruction, cholangitis, and 
progressive hepatic damage) that cause secondary 
procedures to be associated with an increased risk. 


On Late Distress Following Biliary Tract Opera- 
tions. Prr-H. Expaut. Acta chir. scand., 1953, 
106: 339. 


The literature on pathological physiology pertain- 
ing to postoperative biliary distress is reviewed. 
This study includes 920 patients who were subjected 
to cholecystectomy at the Lund Lasarettet in Sweden 
from 1941 to 1950. The series is predominantly fe- 
male but there is little difference between the sexes 
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in the percentage occurrence of postoperative symp- 
toms. 

The symptoms recorded are distress from the 
digestive canal, commonly in the form of loose stools 
and dyskinesia symptoms (dyspepsia) in fairly equal 
distribution. The following conclusions are drawn: 

Patients with a functioning gallbladder develop 
postoperative distress to a far greater extent than do 
patients with a nonfunctioning gallbladder. The fre- 
quency is, respectively, 54 and 6.7 per cent. 

Patients with uncomplicated cholelithiasis show a 
greater incidence of late distress than do those with 
choledocholithiasis. This may be due to the greater 
percentage of nonfunctioning gallbladders in this 
group. Surgical interventions on the common duct 
have no significance for the frequency of postopera- 
tive symptoms. 

The size of the gallstones does not influence the 
occurrence of postoperative symptoms, except that 
there is a lower frequency of postoperative symptoms 
in patients having stones smaller than peas. 

The age of patients at the time of operation is of 
no significance for the frequency of late postoperative 
symptoms, except that they decrease somewhat in 
percentage of occurrence with advancing age. 

The duration of the history prior to operation is 
significant, because there seems to be a slow but 
steady rise of the curve of late postoperative symp- 
toms the longer the gallstone disease has existed. 

ERNEST D. BLOOMENTHAL, M.D. 


Complications in the Surgical Treatment of Pan- 
creatic Cysts (Komplikationen bei der operativen 
Behandlung von Pankreascysten). H. FRANKE and 
E. Kern. Chirurg, 1954, 25: 73. 


The authors discuss briefly the complications 
occurring after the surgical treatment of pancreatic 
cysts, and report 2 cases of their own observation. 

Pancreatic cysts are treated either by marsupiali- 
zation and external drainage, or by anastomosis of 
the cyst with the stomach or the duodenum (in very 
rare cases with the gallbladder or the duodenum). 

The complications observed after marsupializa- 
tion include persisting fistulas which often require 
another operation, secondary ileus, and fatal hemor- 
rhage from arroded blood vessels. After anastomosis 
of the cyst with the stomach, fatalities occurred as 
a result of acute pancreatic necrosis in 1 case and 
hemorrhage from the cyst wall in 1 case; in both 
cases the fatal outcome was ascribed to reflux of 
acid stomach juice. 

The first of the author’s 2 patients was a woman of 
55 years, in whom a cyst developed after acute 
pancreatic necrosis which was treated by anasto- 
mosis at the duodenojejunal junction. The cyst re- 
curred after an interval of 5 years. Immediately 
before the second laparotomy, when the patient was 
already under general anesthesia, the cyst ruptured. 
Laparotomy revealed free serous fluid in the abdom- 
inal cavity and a ruptured cyst about the size of a 
coconut. The Y-anastomosis was completely sepa- 
rated from the cyst and ended as a cul-de-sac in the 


abdominal cavity. Side-to-side anastomosis with the 
jejunum was performed. The patient recovered, 
The second case was that of a 14 year old girl 
who was laparotomized under the diagnosis of mul- 
tilocular pancreatic cyst. Surgery revealed a tera- 
toma originating in the pancreas. 
WERNER M. Sotmitz, M.D, 


Present Status of Carcinoma of the Pancreas, 
WittiAM B. Hutcuinson. Arch. Surg., 1954, 68: 62. 


Hutchinson stated that an analysis of the treat- 
ment of carcinoma of the pancreas at the Swedish 
Hospital, Seattle, for the years of 1947 through 
1952, and for those currently reported series in the 
literature makes one cognizant immediately of the 
disappointments and errors in judgment that occur, 
There is little evidence to show that the natural 
history of carcinoma of the pancreas is altered 
with surgery, which, with rare exceptions, is a fatal 
disease. 

Radical resection for carcinoma of the pancreas 
should be undertaken in those patients in whom 
the carcinomatous process is limited strictly to the 
confines of the pancreas or the immediately adjacent 
duodenum—namely, ampullary, lower bile duct, and 
duodenal carcinomas which are favorable lesions for 
resection. A well selected palliative procedure should 
be done in those patients in whom the carcinoma 
has extended beyond the strict confines of the 
pancreas. Ropert TureELt, M.D. 


Cancer of the Pancreas. A Plea for Total Pan- 
createctomy. Donatp E. Ross. Am. J. Surg., 
1954, 87: 13. 

The author presents a critical survey of 10 cases of 
carcinoma of the pancreas, including problems in di- 
agnosis and treatment, and a discussion of the com- 
plications and the lessons that may be learned. Biop- 
sies of the tumor should not be performed, as rarely 
can one obtain good sections for diagnosis. Pancre- 
atic juice contains free cancer cells which can im- 
plant themselves anywhere in the gland. Anything 
less than total pancreatectomy seems futile. The 
spread of cancer cells during surgery should be 
guarded against in every way possible. Tumors 
should be handled with extreme gentleness, Squeez- 
ing or massage may force cancer cells out into the 
venous or lymphatic channels. Cancer may be 
spread from any cut surface. Pancreatic ducts are 
often blocked early. The pancreatic juice accumu- 
lates in the ducts and is often under considerable 
pressure. This fluid often contains cancer cells. 
When the duct is opened or severed there is spillage 
of the contents into the general abdominal cavity. 
There is evidence to show that the presence of pan- 
creatic juice in the abdomen tends to favor the im- 
plantation of cancer cells. : 

Good anesthesia with the liberal use of blood is 
mandatory. The liver in most cases has suffered 
severe damage and this has to be taken into account 
in selecting the proper anesthetic agents. Wide ex- 
posure is the best prophylactic against shock. A 
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wide transverse incision is employed. The rectus and 
oblique muscles are divided well above the rib cage 
and are reflected downward. The transversalis and 
the peritoneum are divided below the rib margin. 
It is seldom necessary to use a retractor. This mini- 
mizes shock and facilitates the surgical procedure. 
En bloc operations are advised, keeping all tissues in 
continuity; they include the following: cholecystec- 
tomy and resection of the common duct with its 
lymph nodes and areolar tissue and nerve fibers, a 
high gastric resection to remove the maximum of 
lymph drainage and to guard against gastrojejunal 
ulcer, and removal of the spleen, all of the duo- 
denum, and the areolar tissue and nodes along the 
hepatic celiac and left gastric arteries. Sharp dissec- 
tion is employed. The smaller branches of the larger 
veins are divided and ligated. The large arteries are 
cut at an angle and sutured with an interlocking 
stitch. This is true especially for the gastroduodenal 
artery. 

The surgical technique of total pancreatectomy as 
performed by the author is described in detail and a 
total of eighteen figures are included to illumine the 
text. The operative mortality has been steadily re- 
duced. With better methods of diagnosis it is hoped 
that patients may be treated earlier and a higher 
number of cures obtained. By giving choline and 
pancreatic extract following pancreatectomy, there 
is reason to believe that a human being can live in- 
definitely. KENNETH E. SHERMAN, M.D. 


Surgical Aspect of the Problem of Tuberculosis of 
the Spleen (Le coté chirurgical de la question de la 
tuberculose de la rate). JEAN PATEL. Presse med., 
1954, 62: 114. 

The problem under consideration is exclusive or 
preponderant involvement of the spleen in tubercu- 
losis, and not acute or subacute forms of splenic in- 
volvement in miliary tuberculosis, or tuberculosis of 
other organs. Isolated tuberculosis of the spleen of 
a more protracted course occurs chiefly in young 
adults, usually in patients from 20 to 4o years of 
age, with an anamnesis vaguely or definitely sug- 
gesting tuberculosis. The clinical picture is not char- 
acteristic. There may be specific tuberculous lesions 
such as granulations, sclerocaseous nodules, encysted 
abscess (tuberculous pseudocyst) or necrotic hemor- 
rhagic foci, associated amyloid lesions, involvement 
of the malpighian follicles, or hemosiderosis. 

Clinically, tuberculosis of the spleen may give rise 
to various blood changes that may dominate the 
clinical picture and confuse the diagnosis. Poly- 
globulism and chronic erythroblastosis in adults are 
frequently present in tuberculosis of the spleen. 
Other blood changes may be due to hypersplenism 
of tuberculous origin, such as hemolytic jaundice or 
thrombopenic purpura, and may respond to splenec- 
tomy if the true etiology is suspected. There is also a 
form of tuberculosis of the spleen with lesions and 
symptoms suggesting Banti’s disease, and another 
form represented by the splenic cold abscess, which is 
very rare and presents diagnostic problems. The 
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symptoms of cold abscess of the spleen include an 
enlarged and slightly painful spleen, with no definite 
relation between the size of the spleen and that of 
the abscess. In some instances only roentgenograms 
will show the true condition and site of the abscess by 
exclusion of intestinal or renal abscess; in others, the 
true nature of the lesion is revealed only at oper- 
ation. It is important to discover the true nature of 
such lesions and remove them before rupture into 
the peritoneum occurs. 

Diagnostically, therefore, the clinical picture is of 
little help. If the patient has a history suggesting 
possible tuberculosis or shows such suggestive 
symptoms as asthenia, loss of weight, attacks of fe- 
ver, or an enlarged spleen that is sensitive to palpa- 
tion, it is well to bear in mind the possibility of 
tuberculosis of the spleen. The splenogram will often 
give helpful diagnostic information showing the 
presence of epithelioid cells surrounded by lymphoid 
cells, or large Langerhans cells. Insemination on a 
Léwenstein medium, or guinea pig inoculation with 
splenic pulp obtained by puncture may yield positive 
results. Finally, a therapeutic test with PAS and 
streptomycin may have such a favorable effect on the 
splenic lesions that their surgical removal is greatly 
facilitated, and the danger of dissemination of bacilli 
is greatly reduced. 

Surgical treatment must be properly timed to be 
successful, and not too soon after a flare-up or during 
a period of marked asthenia or fever, for fear of 
lighting up latent foci. Splenectomy for tubercu- 
losis of the spleen is rendered difficult owing to ad- 
hesions. Even since the advent of antibiotics, such 
operations are not always successful, especially in 
cases associated with polyglobulism. Operation is 
definitely contraindicated if other active lesions are 
present elsewhere in the body. Before the antibiotic 
era, only rare cases responded to medical treatment. 
At present such therapy permits control of the tem- 
perature, improvement in the general condition, and 
resolution or neutralization of distant tuberculous 
foci. EpituH SCHANCHE Moore, M.D. 


Brill-Symmers Disease and Its Purely Splenic Form 
with Hypersplenism (La maladie de ‘“Brill- 
Symmers’”’ et sa forme splénique solitaire avec hyper- 
splénisme). E. AUBERTIN, GEYER, MARRIN-Dv- 
PONT, and G. GALL. J. med. Bordeaux, 1953, 130: 
1328. 


Until recent years, Brill-Symmers disease has been 
practically unknown in France. 

After discussing the common type of this disease, 
the authors report a case illustrating a less common 
type, namely, the purely splenic form with spleno- 
megaly and thrombopenic purpura. 

The case is that of a 38 year old cook who, over 
a period of 5 years, suffered menorrhagia and met- 
rorrhagia accompanied by purpura. She was found 
to have an enlarged spleen and was given a series of 
ovarian and splenic radiations. The hemorrhages 
were arrested, but a severe anemia developed which 
caused her to be hospitalized. 
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Hematologic examination revealed an anemia with 
1,600,000 red blood cells and a hemoglobin of 32 per 
cent, with marked thrombopenia. 

After 12 days of treatment with liver extract and 
vitamin By, and five blood transfusions, the general 
condition improved; however, the improvement was 
only transitory as the patient again suffered hemor- 
rhages and purpura. She did not respond to trans- 
fusions the second time, and the severe hemorrhages 
and thrombopenia demanded surgical intervention. 
Splenectomy was performed. The patient made an 
uneventful postoperative recovery and improved 
rapidly. 

The spleen was found to be only slightly enlarged, 
with firm consistency and with a smooth surface. 
Microscopically, the splenic tissue showed the char- 
acteristic lesions of gigantofollicular lymphoma of 
Brill-Symmers disease. 

When the lytic, antidiabetic, and anticytopoietic 
functions of the spleen are excessive the condition 
is spoken of as hypersplenism. This condition is 
characterized by a diminution of one or more of the 
elements of the circulating blood, increased activity 
of the bone marrow, splenomegaly, histologic modi- 
fication of the spleen with hyperplasia of the germi- 
nal centers, and cure by splenectomy. 

In the case reported, splenomegaly, the hemato- 
genic syndrome with purpura, secondary hemor- 
rhage, severe thrombopenia, mild erythroblastic re- 
action of the bone marrow, reticular hyperplasia of 
the germinal centers of the spleen, and cure by splen- 
ectomy all occurred. 

Splenectomy is indicated in the treatment of the 
purely splenic type of Brill-Symmers disease. The 
authors state that in cases in which surgical inter- 
vention is contraindicated, one has recourse to treat- 
ment with splenic radiotherapy and, perhaps, 
cortisone. BLACKWELL MarxkuaM, M.D. 


MISCELLANEOUS 


Epidemic Pleurodynia with Special Reference to 
the Differential Diagnosis in Acute Abdominal 
Pain. Cart-AxEL EKman. Acta chir. scand., 1953, 
106: 377. 


Epidemic pleurodynia, or Bornholm disease, is 
characterized by intense muscular pain (particularly 
in the upper abdomen), rigidity, and fever. The 
pulse rate is commonly not elevated and leucocytosis 
is slight. The disease lasts from a few to 24 hours. 

Five cases are reported and in 4 of these a diagno- 
sis of perforative peritonitis was made; this necessi- 
tated laparotomy. The operative findings were nega- 
tive and the patients were asymptomatic 1 day after 
surgery. Ernest D, BLOOMENTHAL, M.D. 


Nonperforative Trauma to the Abdomen. Joun C. 
CoTrrELL. Arch. Surg., 1954, 68: 241. 


Blunt nonpenetrating trauma to the abdomen 
constitutes a challenging problem to the surgeon. 
The presence of associated fractures, head, or chest 
injuries should not lessen our awareness of the pos- 
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sible existence of intra-abdominal injury as well, 
To facilitate prompt diagnosis and treatment, the 
author believes that the surgeon should have a pre- 
conceived composite picture of the potential lesions 
and should institute an orderly program of investj- 
gation at the time of the patient’s admission to the 
hospital. 

The incidence of trauma to the abdomen and its 
contents is reviewed, and the average incidence of 
intra-abdominal injury in nearly 800 consolidated 
cases is presented. The kidney was damaged in 28 
per cent of the cases, the spleen in 25 per cent, the 
liver in 18 per cent, the gastrointestinal tract in 10 
per cent, and the urinary bladder in 5 per cent. 

The comprehensive investigation recommended 
consists of immediate and frequently repeated 
clinical studies, base line routine laboratory studies, 
as well as a blood amylase determination, and ro- 
entgenograms consisting of the upright chest, the 
lateral decubitus, and the flat abdomen, these to be 
repeated as indicated by the clinical course. The 
use of the abdominal tap, the excretory urograms, 
and the gravity cystogram is noted under specific 
circumstances. 

The following indications for laparotomy are 
given: (1) evidence of internal injury with con- 
tinued and/or recurrent active bleeding; (2) definite 
evidence of hollow viscus rupture; (3) kidney dam- 
age with excessive hemorrhage or with extravasa- 
tion; (4) unexplained abdominal pain, tenderness, 
and rigidity; (5) regardless of laboratory data, 
should the surgeon be unable positively to exclude 
abdominal trauma. 

A brief discussion of the optimum time for lapa- 
rotomy, and of the preparation of the patient for sur- 
gery is given. The reviewer, however, cautions against 
the use of morphine in any amount until a positive 
diagnosis and decision as to treatment are made. 

The distinguishing diagnostic features, the types 
of injury sustained, and the ideal treatments are 
presented for the commonly injured organs. The 
kidney, spleen, liver, pancreas, bladder, and gastro- 
intestinal tract are described. 

Retroperitoneal duodenal rupture, a relatively 
uncommon but very serious injury, is singled out for 
special comment. The significant features of this 
lesion are brief initial shock with a delusive recovery 
period followed by a quiescent phase for 24 to 48 
hours, after which spreading duodenal contaminants 
result in secondary shock with peritonitis. The 
value of repeated abdominal films made in the prone, 
supine, lateral decubitus, or upright positions is 
emphasized. An iodized oil swallow may be of aid 
in demonstrating extravasation; barium should not 
be used. 

Treatment consists of repair with retroperitoneal 
drainage and vigorous supportive care. Complica- 
tions are not infrequent and consist of external 
and/or internal duodenal fistula, retroperitoneal 
cellulitis with subphrenic, subhepatic, or pelvic 
peritoneal abscess and, lastly, stenosis of the duo- 
denum. A case of retroperitoneal rupture of the 
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duodenum, presenting some of these features, is 
reported. A successful recovery was obtained. 
Tuomas W. SHrIeLps, M.D. 


Thrombotic Occlusion of the Abdominal Aorta. 
Bert SELIGMAN. Edinburgh M. J., 1954, 61: 25. 


Thrombotic occlusion of the abdominal aorta may 
be primary or secondary in origin, with one or both 
iliac arteries involved and the block being complete 
or incomplete. The major etiologic factor in this dis- 
ease is arteriosclerosis obliterans. The occlusive 
process probably begins in one of the iliac arteries 
and extends proximally to involve the bifurcation of 
the aorta as well as the opposite common iliac artery. 
Although the disease may occur at any age, it is most 
frequently found in the fifth and sixth decades of life 
and predominantly in males. The onset of symp- 
toms is gradual, the majority of patients complaining 
of tiredness for about a year prior to consulting a 
physician. Intermittent claudication which may be 
manifested in the calf and occasionally in the thigh 
and/or buttocks is another common complaint. 
Night cramps in the toes or calves occur with great 
regularity as the disease progresses. Other symp- 
toms include: numbness, cold feet, burning plantar 
parasthesias, and inability of the male to have a 
stable erection. 

Objectively, the absence of peripheral pulsations 
in the lower extremities represents the most im- 
portant clinical finding. Pallor of the feet on eleva- 
tion is common and may persist even in the erect 
position. Rubor, cyanosis, delay in venous fill, and 
venous flush may be present in the dependent posi- 
tion. The skin temperature of the toes is always de- 
pressed, the degree dependent upon the duration and 
severity of the disease. Late manifestations include 
trophic changes in the nails and skin, and gangrene. 

Thrombotic occlusion of the abdominal aorta must 
be differentiated from occlusion due to embolus at 
the aortic bifurcation. The latter is characterized by 
pain, pallor, pulselessness, paresthesias, and paraly- 
sis which are manifest in a sudden catastrophic man- 
ner in contradistinction to the insidious progression 
of a thrombotic occlusion. 

The treatment for this condition is still in the proc- 
ess of evolution. Whereas, in general, bilateral lum- 
bar sympathectomy still enjoys the greatest popu- 
larity among surgeons, other procedures have been 
introduced which, from the physiologic point of 
view, offer greater promise of success. Resection of 
the thrombosed segment and replacement by a ves- 
sel graft, and thromboendarterectomy, both of 
which procedures restore the lumen of the artery, 
have much to recommend them. 

_ The author has presented 5 brief case reports of pa- 
tients with thrombotic aortic disease. One patient 
expired without benefit of operation. One patient 
was treated by bilateral sympathectomy with only 
fair results. A third patient treated only by right 
lumbar sympathectomy expired on her sixth postop- 
erative day. Two patients were managed by throm- 
boendarterectomy of the distal aorta and both com- 
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mon iliac arteries in conjunction with bilateral lum- 
bar sympathectomy. In both of these cases the 
pulses returned and the patients were found to 
be markedly benefited throughout a short follow-up 
period. 

The author concludes that thromboendarterec- 
tomy combined with bilateral lumbar sympathec- 
tomy appears to be a highly satisfactory and the- 
oretically sound operation for the management of 
thrombotic occlusion of the abdominal aorta. 

Harvey N. Lippman, M.D. 


Spontaneous Nongynecological Intraperitoneal 
Hemorrhage (Sur les hémorragies intrapéritonéales 
spontanées, non gynécologiques). A. LEHNER. Lyon 
Chir., 1954, 49: 29. 

Spontaneous intraperitoneal hemorrhage of non- 
gynecologic origin is a rare disease. It may be 
caused by rupture of an aneurysm of the aorta or an 
aneurysm of some other large intraperitoneal artery 
such as the mesenteric or splenic artery. Ruptured 
aortic aneurysms usually bleed retroperitoneally; 
however, the peritoneum may be so destroyed by 
disease that the hemorrhage may be entirely or 
partially into the peritoneal cavity. Other causes of 
this type of bleeding include hemorrhage from a 
malignant tumor, rupture of an angioma, intraperi- 
toneal hemorrhage from a perforated duodenal ulcer, 
and secondary hemorrhage following trauma to the 
spleen or some other organ. 

The authors report 4 cases. The first patient was a 
man 50 years of age, who had a sudden onset of 
acute abdominal pain. There was no rigidity and 
minimal tenderness. He died before laparotomy was 
possible. At autopsy a small subhepatic abscess was 
present, An inflammatory erosion of the hepatic ar- 
tery with fatal hemorrhage had occurred. The cause 
of the abscess was not determined. 

A second patient underwent exploratory lapa- 
rotomy for a suspected acute cholecystitis. A large 
intraperitoneal hemorrhage was found, the source of 
which was a surface vessel on a neoplasm of the liver. 
The patient survived for a period of 3 weeks after 
operation. The diagnosis of carcinoma of the gall- 
bladder with hepatic metastases was established at 
autopsy. 

A 69 year old man was operated upon because of 
massive gastrointestinal hemorrhage. Exploratory 
laparotomy revealed much blood in the gastro- 
intestinal tract and also free blood in the peritoneal 
cavity. The source of bleeding could not be deter- 
mined. The patient’s condition was too poor to per- 
mit gastric resection. Two days later the patient ex- 
pired. Autopsy revealed hemorrhage from a ma- 
lignant ulcer of the duodenum which had perforated 
posteriorly into the peritoneal cavity. 

The fourth patient was a pregnant woman oper- 
ated upon for an intraabdominal hemorrhage. A rup- 
tured spleen was removed. Later the patient re- 
membered a minor bruise over the splenic region 
which had occurred 5 days previously. 

FREDERICK W. Preston, M.D. 
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Subphrenic Abscess (Contributo alla conoscenza 
dell’ascesso subfrenico). SALVATORE VITTORIO Mu- 
suMEcI. Rass. ital. chir. med., 1953, 2: 783. 

The author describes 3 cases of subphrenic ab- 
scess. 

In the first case the abscess was drained through 
the tenth rib between the angle of the scapula and 
the posterior axillary line. The pleura was incised 
and sutured to the diaphragm. About 500 c.c. of 
pus was aspirated and then a rubber drain was in- 
serted through an opening made at the aspiration 
site. The patient failed to improve and died on the 
tenth postoperative day. 

In the second patient, drainage was through the 
the ninth rib, near the posterior axillary line. The 
pleura was sutured to the diaphragm and an inci- 
sion was made, followed by an abundant amount of 
drainage. The postoperative course was good and 
the patient was discharged in about 5 weeks. 

In the third patient the abscess was drained 
through the tenth rib between the middle and 
posterior axillary line. By extrapleural approach the 
diaphragm was reached and incised. About one 
liter of pus was obtained, and rubber tube drainage 
was then instituted. A total of 400,000 units of 
penicillin was injected into the pleural space and the 
drainage was clamped for several hours. This was 
followed by the injection of 2,000,000 units of peni- 
cillin daily and sulfonamides to a total of 25 gm. The 
patient had a good postoperative course. The drain- 
age tube was removed on the fifteenth day and the 
patient was discharged as cured on the thirtieth day. 

The subject of subphrenic abscess, including the 
literature, is reviewed. The importance of the extra- 
pleural approach is stressed. 

Lucian J. Fronput1, M.D. 


Abdominal Emergencies Requiring Immediate 
Operation. MANnvEL E. LICHTENSTEIN. Surg. 
Clin. N. America, 1954, 34: 27. 


The author lists and discusses all causes requiring 
immediate abdominal operation. He classifies the 
problems under the headings of trauma, infection, 
obstruction, thrombosis and embolism, hemorrhage, 
rupture of cysts and viscera, and a miscellaneous 


group. 
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On suspicion alone, every patient with an abdomi- 
nal injury should be held, and he advocates a urethral 
catheter, Levine tube, abdominal roentgenograms, 
hourly examinations, and intravenous pyelography 
if genitourinary injury is suspected. Sequelae fol- 
lowing abdominal trauma may include pancreatic 
cyst, intestinal obstruction, and diaphragmatic 
hernia. 

Acute appendicitis still carries a high mortality 
and the author states that the greatest danger is the 
injudicious use of sulfonamides or antibiotics for the 
treatment of any undiagnosed acute abdominal 
condition. To operate for acute appendicitis and 
find another condition as lethal or as disabling aids 
the patient as though acute appendicitis were pres- 
ent. 

He recognizes three varieties of perforation of 
duodenal ulcer: (1) the “frank” perforation; (2) 
slow leak; and (3) the “forme fruste.”’ In the for- 
mer, immediate laparotomy is imperative and non- 
operative therapy is reserved for the patient who is 
seen too late to be benefited by surgery. 

He believes that the presence of gallstones is an 
indication for elective surgery and if a patient with 
an attack of cholecystitis is seen within 36 hours, 
immediate surgery may be performed. If, however, 
the symptoms are beginning to subside it is best to 
await resolution of the inflammatory process. 

In discussing intestinal obstruction, the author 
points out the lack of distention with upper gastro- 
intestinal obstruction and the lack of vomiting with 
lower gastrointestinal obstruction. Most of the dif- 
ficulties are due to delay in diagnosis and delay in 
the institution of proper treatment. 

C. BARBER MUELLER, M.D. 


CORRECTION 


General and Special Techniques of the Most Im- 
portant Operation on the Colon (Allgemeine 
und spezielle Technik der wichtigsten Dickdarm- 
operationen). R. ZENKER. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1953, 276: 501. 


In line 4 of this abstract appearing in the August, 1954 
number, page 159, “hepatic flexure’ should have been 
“splenic flexure.”’ 
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The Treatment of Uterine Fibroids with Hypo- 
physial Corticotrophin (La terapia dei fibromi 
uterini con corticotropina ipofisaria). UGo CruLta. 
Ann. ostet. gin., 1953, 75: 1087. 


Three case reports of fibroid of the uterus, treated 
with ACTH, are given. The object of the study was 
to repeat the work of Vernier (Sem _ hop., Paris, 
1952, 28, 75, 302.), who reported a diminution in 
size of several fibroids so treated. The dosages used 
by that author were rather small (15 vials of 25 
mgm. of ACTH). The present method requires tri- 
weekly intramuscular doses of 25 mgm. for a total 
amount of 375 mgm. 

The first case was that of a 41 year old woman 
with a uterine fibroid who complained of thrombo- 
phlebitis of the lower extremities. The uterus was 
the size of a 54 months’ pregnancy before treatment. 
Combined treatment with anticoagulants and 
ACTH resulted in complete relief from all symp- 
toms and a modest lowering of the height of the 
apex of the tumor. Subtotal hysterectomy with 
preservation of both adnexa was carried out. The 
extirpated mass weighed 2,700 gm. and seemed 
abnormally firm in consistency. The tumor mass 
after standing for 2 hours lost only 7.4 per cent 
of its original weight. This loss in weight is notably 
inferior to the usual losses observed on the author’s 
service. 

The second case was that of a 51 year old pa- 
tient with a uterine fibroid whose complaint was 
menorrhagia for the past 4 months. The uterus was 
the size of a 4-months’ pregnancy. Again there was 
observed a moderate reduction of volume and a 
certain increase in consistency of the mass as a 
result of the treatment. Subtotal hysterectomy 
with preservation of the adnexa was practiced. The 
tumor mass weighed 1,800 gm. and the loss of 
weight on standing for 2 hours was 7.5 per cent. 

The third case was that of a 52 year old patient 
with a uterine fibroid who also complained of 
menorrhagia, Treatment resulted in a noticeable 
amelioration of the bleeding and a modest reduction 
in the size of the uterus. A cardiac condition seemed 
to contraindicate hysterectomy and after the course 
of treatment with ACTH the patient was subjected 
instead to roentgen castration. 

In conclusion, the author states that the treat- 
ment with ACTH has only moderate success in 
decreasing the size of the fibromatous mass. The 
reduction in size is presumably the result of a loss 
in liquid from the neoplastic mass. The loss of 
fluid is suggested by the small weight loss after 
extirpation and by the fact that the histologic 
examination disclosed an unusually closely packed 
cellular contingent in the 2 fibroids which were 
removed, 
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The author considers that the method of treat- 
ment should be limited to patients with fibroids 
which contraindicate other methods of greater 
efficacy. However, in instances in which the tumor 
is exerting pressure, it is possible that the treatment 
may be indicated to block further immediate in- 
crease in size of the mass until the patient can be 
prepared for more radical therapy. 

Joun W. BRENNAN, M.D. 


Experimental Results on Abnormal Mitoses Ob- 
served in Epithelioma of the Uterine Cervix 
(Données expérimentales sur la nature des mitoses 
anormales observées dans certains épithéliomas du 
col utérin). P. Dustin, Jr., and R. PARMENTIER. 
Gyn. obst., Paris, 1953, 52: 258. 


The authors discuss the nature of abnormal mi- 
totic patterns created by various mitotic poisons 
such as hydroquinones and various phenol com- 
pounds on intestinal mucosa, bone marrow, and the 
ovaries of small experimental animals. 

These mitotic figure abnormalities are identical 
with those noted by Moricard in uterine cervical and 
endocervical cancer. The three theories of formation 
of these pathologic figures are discussed, viz. (1) 
there is a biochemical rupture of the chromosome 
and the central fragments are incapable of migrating 
toward their respective centriole, (2) there is a pre- 
cocious migration or a “precession” of chromosomes 
(Moricard), and (3) there is a delayed migration to 
the equatorial plate of smaller chromosomes which 
thereby remain immobile in the region of the poles. 
The authors favor the last theory, pointing out that 
there is considerable fragmentation and inequality 
of the chromosome mass which interferes with the 
nuclear dynamics and contributes to the asymmetri- 
cal division. 

All these findings are identical with those reported 
by von Moellendorff in 1939 in fibrocyte cultures 
from rabbits treated with carcinogenic substances 
and diverse steroid compounds. 

H. JANE C. MacMrtan, M.D. 


Anomalies of the Position and of the Number of 
Chromosomes. A New Method of Diagnosis of 
Intraepithelial Epitheliomas of the Uterine 
Cervix in the Course of Gestation (Les anomalies 
de nombre et de position des chromosomes comme 
nouvelle méthode de diagnostic des épithéliomas 
intra-épithéliaux pavimenteux du col utérin en 
dehors de la gestation). R. Moricarp and B. Papa- 
THEODOROU. Gyn. obst., Paris, 1953, 52: 251. 

Recognizable mitotic aberrations have been pro- 
duced and studied after experimental colchicine 
medication and phenol and hydroquinone adminis- 
tration, as well as after serial injections of gonado- 
trophic hormones in the past. Intensive cytologic 
study has been made on Bouin-fixed, and hematoxy- 
lin-stained and eosin-stained biopsies of Schiller posi- 
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tive areas. Under oil immersion, the number of mi- 
toses in 10 neighboring fields have been counted. 
Observations and counts of the abnormal mitoses 
were made, consisting of (1) asymmetry of the 
chromosomes at the metaphase, (2) multipolar mi- 
toses with sometimes more than 100 chromosomes 
noted in one mitosis, and (3) misplaced chromosomes 
visible in the metaphase pattern. Approximately 30 
mitoses were counted, and in cancerous epithelium 
it was noted that more than 50 per cent of the mi- 
toses were abnormal or of doubtful normal configura- 
tion. 

The author believes that polyploid change is the 
most significant abnormality showing persistence of 
a proliferative tendency intimately associated with 
cancerization. 

Abnormality of the position of the chromosomes 
can be noticed in inflammatory lesions but not with 
the frequency found in malignant lesions. 

The authors believe that these observations are a 
valid adjunct to routine histologic examination of 
early cervical lesions. It is pointed out that they 
exceed the limitations of the Papanicolaou smears 
and can be used in conjunction with systematic cer- 
vical biopsy. 

In summary, the authors find that they can make 
a reliable differential diagnosis of intraepithelial 
carcinoma, cervical dystrophy, or inflammatory le- 
sions in gravid patients particularly. 

H. JANE C. MacMittan, M.D. 


Hemangiopericytoma of the Uterus. RonaLp R. 
GREENE and ALBERT B. GERBIE. Obst. & Gyn., 1954, 
3? 150. 

Five cases of hemangiopericytoma of the uterus 
are reported. While the tumor has been described in 
the literature as occurring in many sites, there have 
been no other published cases occurring in the uterus. 
The tumors encountered in this group were found to 
have all of the necessary criteria for the diagnosis of 
hemangiopericytoma. There were numerous capil- 
laries surrounded by masses of tumor cells which 
were either round or spindle shaped. There was no 
capsule in any of the cases. There was one pseudo- 
capsule in a tumor which markedly compressed the 
surrounding tissue. In all of the cases there was a 
great number of capillaries which appeared to be 
collapsed and could not be readily visualized on the 
usual hematoxylin and eosin stain. The collapsed 
vessels were best seen when the reticular fibers were 
stained by the periodic acid leuco-fuchsin stain. The 
endothelial cells lying within the reticular sheet were 
well delineated by this preparation and they could 
be easily examined to determine if they appeared 
normal, which is one of the criteria of this tumor. 

In nearly all of the patients an original diagnosis of 
sarcoma had been made. Additional stains, includ- 
ing a Milligan trichrome stain, and a Wilder reticu- 
lum, hematoxylin and eosin stain help to establish 
the diagnosis of hemangiopericytoma. All but one of 
the patients is still living without any evidence of 
recurrence. The one patient in whom death oc- 
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curred lived for only 6 months following operation, 
The operative specimen revealed an adenocarcinoma 
of the endometrium with areas of lymph channel 
invasion. The patient died of carcinomatosis. Fail- 
ure to obtain an autopsy made it impossible to ex. 
clude the presence of hemangiopericytoma at the 
time of the patient’s death. 

Hemangiopericytoma is generally considered 
benign. The follow-up on these patients is too brief 
to substantiate this finding. It would be well to 
differentiate this tumor from sarcoma since there is 
such a poor prognosis associated with the condition, 

GeorGE C. Lewis, Jr., M.D. 


Carcinoma of the Uterine Cervix ‘‘Grade O” (Car- 
cinoma do colo do Gtero “grau O”). ARNALDO DE 
Moraes. An. brasil. gin., 1953, 36: 313. 


Although this publication is intended as a report 
on the status of the problem of incipient cancer or 
precancerous conditions, rather than a report of the 
author’s own personal experience in this work, he 
does mention 6 instances observed at the Institute 
of Gynecology of the University of Brasil, Rio de 
Janeiro, in the period from 1943 to 1947. Of these, 
2 were treated by amputation of the cervix and 4 by 
total hysterectomy. During the period from 1948 
to 1952 a further 24 instances of early cancer or pre- 
cancerous lesions were observed. Of the patients in 
the latter group, 4 were treated by trachelectomy, 11 
by total hysterectomy, 2 by the Wertheim operation, 
2 by the Schauta vaginal hysterectomy, and 6 re- 
ceived no treatment. 

It has been the author’s practice to do a total 
vaginal or abdominal hysterectomy for carcinoma 
“grade O” and the enlarged (Wertheim) operation 
for microcarcinoma, unless special conditions would 
seem to make more conservative surgery advisable, 
For the setting up of these indications the classifica- 
tion of ‘grade O” is that proposed by the Commis- 
sion on the occasion of the Fourth American Inter- 
national Congress of Obstetrics and Gynecology, 
held in New York, New York in May of 1950, which 
laid down the condition that the process of cellular 
anarchy must be confined to the epithelial layer; 
that is, it must not have penetrated the basal mem- 
brane of the epithelium. The group classed as micro- 
carcinoma consists of those instances classed as 
“grade 1” by the Commission of the League of Na- 
tions in 1939, as modified in 1937; that is, those 
instances in which the invasive process has not pen- 
etrated beyond the basal membrane of the epithe- 
lium for a greater distance than 7.7 mm. The mi- 
crocarcinoma is grade 1 as far as its extent of inva- 
sion of the deeper tissues is concerned. By treating 
the two terms “‘microcarcinoma” and “grade 1 carcin- 
oma’ as practical synonyms the author does not mean 
to imply any similarity with reference to the malig- 
nancy of the two groups, in fact the constant tend- 
ency to designate the microcarcinoma as a carcinoid 
is evidence that the microcarcinoma is not generally 
regarded as a true carcinoma. Anyhow, it is hoped 
that the terms “carcinoma of the uterine cervix, 
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grade O” and ‘‘microcarcinoma”’ will eventually be 
universally accepted. 

The author admits that the diagnosis in the indi- 
vidual patient is at present largely dependent upon 
the experience and the wisdom of the examiner. 
Three modalities are at the disposal of the diagnos- 
tician in these cases. These are colposcopy, colpocy- 
tology 4 la Papanicolaou, and histologic examination 
(biopsy). The maximum diagnostic efficiency is, of 
course, to be expected from the combined employ- 
ment of all three methods. The biopsy is the most 
reliable of the three and, again, the proper judging 
of the nature of the condition present is dependent 
in great measure on the experience and the personal 
viewpoint of the pathologist. The statistical discrep- 
ancies observable in the medical literature with ref- 
erence to the incidence of grade O cervical carcinoma 
is evidence of the existence of this personal equation. 

A definitive diagnosis of carcinoma “grade O” 
cannot be made by means of the usual simple biopsy 
examination; serial sections are a necessity and a 
careful study of every section is required in order to 
exclude the possibility of invasion of the deeper 
tissues at some point. 

Finally, the author calls for the organization of 
well equipped cancer detection centers. These cen- 
ters will not only contribute to the earlier recognition 
of the cancerous or precancerous conditions but will 
also serve as training stations for physicians and 
technical men with a better understanding of the 
problem here discussed. Joun W. BRENNAN, M.D. 


Diagnosis and Therapy of Carcinoma in Situ of the 
Cervix Uteri (Zur Diagnose und Therapie des 
Oberflichenkarzinoms des Collum uteri). H. Mir- 
TELSTRASS and E. Laas. Geburtsh. & Frauenh., 
1954, 14: 63. 

Carcinoma in situ of the uterine cervix is an 
entity apparently accepted by most gynecologists 
and pathologists. It is also agreed that such a 
lesion, after a varying period of time, can become 
invasive in from several months to more than 10 
years. The question of therapy for an in situ lesion 
is unsettled. In the main, complete hysterectomy 
with or without adnexal removal seems to be most 
popular. Radiation is considered unnecessary, espe- 
cially since the lesion favors fairly young women. 

The authors report the following case with re- 
currence after surgery. In September, 1952, while 
being treated for pelvic inflammatory disease, 
suspicious cytologic smears were reported. Multiple 
cervical biopsies were taken with the aid of colposcopy. 
Carcinoma in situ was found in all sections. A 
complete hysterectomy with bilateral salpingo- 
oophorectomy on a myomatous uterus with bilateral 
adnexal inflammatory masses was performed and 
again the cervical epithelium demonstrated car- 
cinoma in situ. Eight months later an infiltrating 
lesion of the vagina was found and deep x-irradiation 
was begun. 

Although no direct answers are possible, the 
authors ask three questions: Was an invasive lesion 


GYNECOLOGY 


381 


present originally and missed? Had the carcinoma 
in situ spread to the vagina at the time of hyster- 
ectomy, and did this later become invasive, or did 
a new malignancy appear unrelated to the previous 
epithelial changes? In any case the diagnosis of 
carcinoma in situ is a serious one. 

WarrEN R. Lane, M.D. 


Considerations on Carcinoma in situ of the Uterine 
Cervix (Considerations sur l’epithelioma pavimen- 
teux intraepithelial du col uterin). E. Hetp. Gyn. 
obst., Paris, 1953, 52: 233. 


The author briefly reviews the historical literature 
by Schauenstein, Rubin, Schottlaender, and R. 
Meyer, and presents 6 descriptive photomicrographs 
of correlated atypical pavement epithelium and 
intraepithelial cancers. It is suggested that the 
nomenclature of Hinselmann be abandoned. A use- 
ful new concept is offered for introduction: micro- 
carcinoma (Westwerdt) signifying an invasive tumor 
developed beyond the usual carcinoma in situ stage 
and occupying one low power microscopic field or 
slightly larger. 

The author mentions the difficulties presented 
when these small lesions are found in the diagnostic 
biopsy only. Among 38 “found” lesions 18 of these 
microcarcinomas were noted. Three of these are 
shown in photomicrographs. The assumption is 
made that patients with extensive glandular involve- 
ment associated with the development of carcinoma 
in situ are suspect invasive cases. 

Four clinical classifications are presented, with 
photographs of the Schiller positive lesions corre- 
sponding to their histology: (1) normal pavement 
epithelium with zone of desquamation abutting a 
zone of glycogen filled cells; (2) abnormal pavement 
epithelium (benign epithelial dystrophy); (3) sus- 
picious pavement epithelium (cases to be followed); 
(4) atypical pavement epithelium (cancerous). 

In order to determine the clinical importance of 
carcinoma in situ, it is necessary that the epithelium 
of classes 2 and 3 not be extirpated. Twelve such 
cases have been found by Kottmeyer in Stockholm. 
Five cases were found in the Clinic at the University 
of Zurich in 20 years. Of these, 2 presented classical 
cervical cancer 2 to 10 years later; 1 patient, 26 
years later and 1 patient, 9 years later developed a 
stage II cancer; and 1 patient to date (10% years 
later) is still healthy. The author has observed that 
tumors remain preinvasive anywhere from 9 months 
to 10 years. 

Of the presented series of 159 patients with carci- 
noma in situ, the average age was 40.2 years. During 
the same period of time, 218 patients with stage I 
tumors (average age, 46.0 years) and 876 patients 
with stage I to IV lesions (average age, 51.7 years) 
were treated. Twenty-one microcarcinomas were 
found in the most recent 2 years past in patients 
with an average age of 43.6 years. 

A brief of the validity of the concept of carcinoma 
in situ, based on the above data, is presented along 
with comparative photomicrographs of Foraker, tis- 
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sue cultures of Glatthaar, Warburg studies of Lim- 
burg and Uhlman, and the comparative figures on 
the rarity of both invasive and preinvasive carcino- 
ma in Jewish women, by Weiner and Skapier. 

It is pointed out that symptoms appear sufficiently 
early in the course of development of preinvasive 
carcinomas and microcarcinomas that the term “‘pre- 
clinical cancer” is not justified. Of these 159 patients 
39 per cent had small amounts of bleeding and of 
those with microcarcinomas, 52 per cent had spot- 
ting or bleeding. 

Routine clinical detection methods in the Zurich 
Clinic are the Schiller (iodine) test; culposcopic 
study of the cervix with 10 to 20 times magnifica- 
tion; and biopsy with the Schiller type punch or 
square-jawed instrument; amputation of the cervix 
and curettage of the cervical canal in suspect cases; 
and ring biopsy examined by serial histologic sec- 
tions in difficult cases. By these means it was found 
that 2.5 per cent of the cases were purely intra- 
cervical. Until the past year, vaginal smears were 
not utilized to the extent that they are in North 
America. A comparison of diagnostic results by 
culdoscopy in the Zurich Clinic and by cytology in 
the Montreal Clinics show almost identical results of 
“found” cases in a series of 7,000 patients each. 

In the course of 17 years’ experience with carci- 
noma in situ at the Zurich Clinic, the surgical policy 
has become less radical. Complete hysterectomy is 
done for demonstrated preinvasive cancer. For cer- 
tain conditions in women 35 to 40 years of age or less, 
a cervical amputation has, in 3 cases, been followed 
by normal delivery 1 to 4 times. The amputated 
cervix is always studied by serial section. At oper- 
ation a Schiller test is done to check suspicious areas. 
In patients over 45 years, a complete hysterectomy, 
including the adnexae, is done. A table summarizes 
the treatment policies. All patients with endocervi- 
cal lesions have total hysterectomy. 

H. JANE C. MacMittan, M.D. 


EXTERNAL GENITALIA 


A New Method of Operative Treatment for Ob- 
stinate Pruritus Vulvae (Eine Neue Methode der 
operativen Behandlung des Hartnaeckigen Pruritus 
Vulvae). K. Burcer. Geburtsh. & Frauenh., 1954, 
14: 31. 

The author briefly reviews the most common 
present day methods of treatment for pruritus vul- 
vae: anesthesia, antihistaminic or hormone creams 
given locally, vitamin therapy, x-irradiation, qui- 
nine, novocain, alcohol injection, and vulvectomy. 
No one method has proved completely satisfactory 
and each one has its disadvantages. 

Alcohol injection is effective because it produces 
destruction of the nerve endings. The author used a 
method similar to that described by Mering in an 
attempt to undermine the vulvar skin surgically in 
order to obtain the same result. Parallel incisions, 
one on each side, were made lateral to the labia 
majora and the tissue was undermined throughout 
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the whole vulvar area. This procedure was carried 
out on 1 patient who had leucoplakia. Mering (Am, 
J. Obst., 1952, 3: 619) reported on 16 cases of long- 
standing pruritus without leucoplakia. The itching 
was relieved postoperatively and the leucoplakia 


diminished, WarrEN R. Lane, M.D. 

So-Called Hydrorrhea Vaginalis; Dysfunctional, 
Serofibrinous, and Allergic Vaginitis (Ueber 
eine sog. Hydrorrhoea vaginalis; Colpitis sero- 
fibrinosa allergica dysregulativa). H. FRANKEN and 
W. Rotter. Geburtsh. & Frauenh., 1954, 14: 154. 


The authors report a case of hydrorrhea vaginalis 
in a 12 year old girl. The chief complaint was 
leucorrhea. The past history was negative and all 
abnormal findings were limited to the pelvis. How- 
ever, the eosinophil count was 8 per cent. Many 
treatments had been tried unsuccessfully. The dis. 
charge consisted chiefly of fibrin. Culture of the dis- 
charge revealed the hemolytic streptococcus, the 
bacillus coli, the staphylococcus albus, and diph- 
theroids. A careful examination under anesthesia 
disclosed only slight vulvovaginal reddening. Para- 
sacral anesthesia was utilized with temporary relief 
for several days. Atropine seemed to help somewhat. 
Finally, vaginal ethinyl-estradiol suppositories were 
tried with relief of the discharge. It is assumed that 
by building up the epithelium, transudation was 
decreased, possibly because it affected the hyaluronic 
acid-hyaluronidase system. 

WarrEN R. Lane, M.D. 


MISCELLANEOUS 


Culdoscopy; Its Advantages and Limitations. Ros- 
ERT W. Noyes. Obst. & Gyn., 1954, 3: 184. 


Culdoscopy failed in 21 of 130 trials, and gave a 
clear view of all the pelvic organs in 56. Less than 
one-third of the patients were operated upon follow- 
ing culdoscopy, so that the frequency of culdoscopic 
misdiagnosis may be higher than has been observed 
(4.5%); however, the subsequent histories of the 
patients who were not operated upon did not 
indicate further error. The fact that the culdoscopist 
had enough confidence in his findings to withhold 
surgery in two-thirds of the patients points to the 
value of negative findings, of which there were 46 in 
this series. Again, since two-thirds of the patients 
did not require laparotomy, these candidates chosen 
for culdoscopy are evidently not comparable to a 
group of surgical candidates whose illnesses would be 
more acute and clinical findings more obvious. 

In 37 patients culdoscopy confirmed the clinical 
diagnosis and in 20 patients a new diagnosis was 
made. : 

However, culdoscopy gives a rather poor concep- 
tion of size and space relationships, and rarely gives 
information as to the pathologic nature of painless 
pelvic masses, such as whether a tumor is benign or 
malignant, ovarian or parovarian. Of the 20 pa- 
tients in whom culdoscopy disclosed a condition 
unsuspected by clinical findings, only 4 were oper- 























ated upon, yet 2 of these were shown to be culdo- 
scopic diagnostic errors. Increasing experience and 
care in the interpretation of unexpected findings will 
decrease this type of error. In conditions that are 
notoriously difficult to diagnose clinically, specifically 
ectopic pregnancy and endometriosis, the clinical 
diagnosis was confirmed by culdoscope in about one- 
fourth of the cases, and was positively ruled out in 
most of the remainder. CuarteEs Baron, M.D. 


A Clinical Analysis of the “‘Angiograms” Found in 
the Course of Hysterosalpingography, with 
Special Reference to Tuberculosis of the Fe- 
male Genitals. Kanji Kixa. Am. J. Obst., 
1954, 67: 56. 

During the course of sterility studies, 1,200 hy- 
sterosalpingograms were performed at the Tohoku 
University Hospital in Japan. There occurred in this 
number of diagnostic procedures 52 instances of the 
inadvertent passage of the oil-soluble contrast 
medium into the myometrium, and the vascular 
and lymphatic systems. The author calls the x-ray 
picture of the phenomenon an angiogram. The 
general vascular dispersion of the lipoid substance 
has resulted in death in previous instances and 
therefore has great clinical significance. 

The author has undertaken this study to acquire 
more accurate knowledge of the causative factors of 
this occurrence with special regard for its correlation 
to genital tuberculosis in women. 

Fifty-five cases of uterine angiograms were 
studied for the presence of genital tuberculosis. 
Hysterosalpingography was performed at various 
times during the menstrual cycle with large amounts 
of iodized oil and with varying pressure gradients in 
an attempt to correlate these factors with the pro- 
duction of the angiogram. 

Of the 45 patients studied for the possible co- 
existence of genital tuberculosis, the diagnosis of 
pelvic tuberculosis was made in 39 cases. The 
diagnosis was confirmed in 32 patients by culture 
and biopsy procedures. The clinical experiments in 
regard to excessive pressure, excessive amounts of 
oil, variations in the phase of the menstrual cycle, 
and tubal occlusion failed to demonstrate these con- 
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ditions as a cause for the angiograms. The hystero- 
salpingogram, when repeated in a patient with geni- 
tal tuberculosis, always showed the same angiogram. 
The author concludes from these studies that the 
most common cause of “‘angiograms” in the woman 
of childbearing age is chronic uterine inflammation 
and, most especially, extensive tuberculous involve- 
ment of the endometrium and myometrium. 
ARTHUR L. Haskins, M.D. 


Pelvic Floor Stress Before and After Gynecologic 
Operations and Its Relation to Early Postopera- 
tive Ambulation (Die Beckenbodenbelastung vor 
und nach gynaekologischen Operationen und ihre 
Bedeutung fuer das postoperative Fruehaufstehen). 
HUBERT STEGMANN. Geburtsh. & Frauenh., 1954, 14: 
52. 

In spite of the newer drugs which are available, 
thrombosis and embolism are still important post- 
operative complications. In an effort to prevent 
these, early ambulation has been suggested, although 
it has been accused of placing undue stress on the 
operative site. Such stress has been assumed to be 
more significant in the case of vaginal plastic pro- 
cedures than in laparotomy wounds. 

In an effort to measure the effect of intra-ab- 
dominal pressure changes on vaginoplasties, the 
author has inserted a small rubber balloon in the 
vagina and measured the changes in pressure with a 
water manometer. The changes with inspiration and 
expiration were first noted and found to vary 
greatly from one patient to another. 

In 50 instances of uterine and vaginal prolapse, 
measurements were taken before and after operative 
correction. Again, individual variations were 
marked. Pressure in the sitting position was found 
to be higher than in the supine or standing position. 
Two to 3 weeks after operation the pressure was less 
than before operation, but in several months it re- 
turned to approximately the original value. Early 
ambulation did not seem to do damage to the in- 
tegrity of the operative site. In the opinion of the 
author, coughing produces a much more serious 
strain. WarrEN R. Lane, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Rh Iso-Immunization. Treatment or Prevention. 
Harotp L. Gatney, KENNETH S. NIcoLAy, JAMES E. 
KEELER, and Mary Etta Doyte. Obst. & Gyn., 
1954, 3: 141. 


In order to investigate the possibly preventable 


pathologic condition that may occur during the man- 
agement of Rh negative pregnant women whose hus- 
bands are Rh positive, two groups of patients were 
studied to determine common factors that might be 
responsible for the changes leading to Rh sensitiza- 
tion. The most generally accepted explanation for 
Rh sensitization is that of transfusion into the 
mother’s blood stream of fetal red blood cells that 
cross the placental barrier. It then appeared logical 
to look for those factors which might lead to a break- 
down in this barrier, or enhance the natural processes 
that break down. 

The sensitized patients in this study consisted of a 
series of 50 cases. These were investigated in retro- 
spect, with regard to their management. Of the 50 
patients, 1 developed sensitization following trans- 
fusion with incompatible blood. The other 49 pa- 
tients had been pregnant. Forty-six per cent had 
homozygous husbands, 42 per cent had heterozygous 
husbands, and the rest were not genotyped. Three 
of the 49 patients who had been pregnant were 
primiparae with completely negative past histories. 
All delivered Rh positive infants who appeared to be 
unaffected by the maternal antigens. All of the pa- 
tients were under the care of the authors both before 
and after the development of immunization. A se- 
lected group of 46 patients was left after eliminating 
the 1 patient who was immunized by the blood trans- 
fusion without being pregnant, and the 3 primiparae 
with negative histories. 

In reviewing the histories of the patients in the 
immunization group, 59 per cent appeared to have a 
history which contained definite preventable factors. 
Ten of the patients received incompatible blood. 
This factor would certainly be considered completely 
preventable. Manual removal of the placenta was 
done in 3 cases, cesarean section in 4 cases, and in- 
duction of labor in 3. In the instances of cesarean 
section and in manual removal of the placenta, there 
would seem to be a very great likelihood of mechan- 
ical breakdown of the placental barrier with trans- 
fusion of the mother by fetal red cells. Induced 
labor may, through stronger contractions, lead to 
rupture of the placental barrier. There were other 
miscellaneous traumatic procedures which might 
possibly have led to a breakdown of the placental 
barrier. These included 1 case of trauma in the third 
stage, 2 traumatic deliveries, 2 abortions with dilata- 
tion and curettage, and 1 induced abortion. Still 
another patient received shock therapy which re- 
sulted in premature onset of labor, and a delivery 


which might have led to the break in the placental 
barrier. 

In contrast, a selected group of multiparous pa- 
tients with from two to six pregnancies were studied 
with regard to the same factors which were found in 
the sensitized patients. All of the patients were Rh 
negative women with homozygous husbands. The 
group consisted of 38 patients. There were only 3 
patients in this group who had preventable factors 
similar to those in the original study group; 1 had 
had a cesarean section and 2 had had previous abor- 
tions with dilatation and curettage. This compari- 
son of the immunized with the nonimmunized pa- 
tients indicates that obstetrical management should 
be as nontraumatic as possible and that the most 
conservative principles should be observed. If inter- 
ference by the obstetrician had been withheld in the 
cases ultimately sensitized, the problem of iso-im- 
munization might have been eliminated, or definitely 
reduced. GrorcE C. Lewis, Jr., M.D. 


Rupture of the Uterus. Considerations with Ref- 
erence to 54 Cases (Rotura do Gtero. Consi- 
deragées sébre 54 casos). MARTINIANO FERNANDES, 
Pepro ALveEs, and Moraes Neto. Ax. brasil. gin., 
1953, 30: 259. 


Fifty-four observations on uterine rupture at the 
Maternity Hospital “Encruzilhada” are reported, 
Of these 54 instances, 18 occurred in the hospital 
itself and 36 occurred at the home of the patients, 
Of those occurring in the hospital, 13 occurred spon- 
taneously and 5 followed obstetrical operations (3 
versions and 2 extractions). 

The accident occurred 22 times in vertex presenta- 
tions, 2 times in face presentations, 3 times in brow 
presentations, 4 times in pelvic presentations, and 6 
times in shoulder presentations. This datum was, for 
various reasons, not available for the remaining 23 
cases of this material. 

There was evidence that in the instances in which 
the accident occurred at home oxytocics on the order 
of pituitrin had been administered, or that excessive 
delay had occurred in bringing the patient to the 
hospital. There were 7 instances in which the acci- 
dent followed a previous cesarean section and in 
another 7 the cause could not be determined. 

On the authors’ service the manner of treatment 
was always operative: hysterorrhaphy or hysterec- 
tomy. Their practice has always been to do a simple 
suture of the ruptured wall whenever possible. The 
edges of the breach—especially if irregular—were 
trimmed smooth and two planes of suture were 
applied. The inner line was composed of a contin- 
uous suture and the outer of interrupted sutures. 
Hysterectomy was carried out only in those instances 
in which hysterorrhaphy was contraindicated. Hys- 
terorrhaphy was performed on 31 of the 45 patients 
operated on in the authors’ service. 
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Hysterorrhaphy was preferred for youthful women 
and hysterectomy for patients with an extensive tear 
in the uterine wall, or when the laceration extended 
to the neighborhood of the uterine vessels, perhaps 
causing hemorrhage and involving the broad liga- 
ment to such an extent as to interfere with the closure 
of the wound. The authors emphasize the fact that 
they successfully accomplished hysterorrhaphy in 2 
patients, 10 hours and 12 hours after the accident. 

The authors deem it advisable to do a tubal sterili- 
zation at the time of operation. There were rare ex- 
ceptions in the instances in which there had been a 
previous cesarean section, in which the child of the 
present pregnancy was lost, and in which the lacera- 
tion had involved the lower segment of the uterus 
and the patient was operated on early enough to as- 
sure a fairly strong repair of the breach. However, 
in every instance the patient was apprised of the pos- 
sibility of a repetition of the rupture in any future 
pregnancy or labor. 

Among the total of 54 patients, 22 (40.7 per cent) 
died. Forty-six patients were operated on. Of these, 
31 (67.3 per cent) were subjected to hysteror- 
rhaphy and 15 (32.61 per cent) to hysterectomy. The 
mortality among the former was Io cases (32.25 per 
cent) and among the latter 5 cases (33.33 per cent). 
The fetal mortality was 66.66 per cent. 

In view of the undeniable gravity of the accident, 
the problem of uterine rupture during pregnancy or 
labor is best solved by the prophylactic method of 
treatment. During pregnancy skillful prenatal care 
is of enormous advantage in preventing this catas- 
trophe, and during labor careful and conscientious 
obstetrical assistance to the mother and child is 
valuable. Joun W. Brennan, M.D. 


The Surgical Treatment of Bilateral Dermoid Cysts 
of the Ovary in the Course of Pregnancy (Sul 
trattamento chirurgico delle cisti dermoidi bilaterali 
del?ovaio in gravidanza). MicHELe Boscaro. 
Minerva gin., Tor., 1953, 5: 683. 


The patient was a 31 year old primigravida, 3 
months pregnant, who was complaining of attacks of 
pain in the lower abdomen, at times more acute on 
the right side, at other times on the left side. At 
operation the uterus was found to be enlarged to the 
approximate size of a 3 months’ pregnancy, the left 
ovary was apparently completely replaced by a large 
cyst, and the right ovary exhibited another, smaller 
cyst and a gravid corpus luteum. The left ovary was 
removed together with the corresponding tube. On 
the right side the corpus luteum and the cyst were 
separated from the remaining ovarian parenchyma 
and removed. On histologic examination both cysts 
proved to be of the dermoid variety. 

The postoperative period was complicated by a 
moderate rise in temperature, which was treated with 
penicillin; otherwise no special treatment was given. 
Especially to be noted was the fact that never at any 
time was the patient given any form of substitutional 
hormone therapy. For a few days following the 
operation some cramplike pains occurred which 


suggested contractions of the uterus, and coinci- 
dentally the pregnandiol titer dropped to a low level. 
However, there was no bleeding, the cervix re- 
mained closed, and the cramps gradually subsided. 

The pregnancy continued without incident; a full 
term, vital female child was born at the estimated 
time and was fed at the mother’s breast. 

After the delivery of the child the amenstrual 
period lasted for 2 months (lactational amenorrhea), 
then a menstrual flow occurred which lasted for 5 
days and a second period took place approximately a 
month later. The ovarian luteinic activity could not 
be demonstrated and it was decided that these two 
periods were anovular. However, a third flow oc- 
curred 2 weeks later and the tests showed that this 
period was ovarian ovular in nature. After this the 
urinary pregnandiol continued to rise until it reached 
the physiological level and the subsequent menstrual 
periods were ovular in nature. 

The case here reported thus proves that the corpus 
luteum, even in early pregnancy, is not essential for 
the continuance of the pregnancy, and that the 
residuum of ovarian tissue which can be left in situ 
in these instances may be of value in re-establishing 
the menstrual function. Joun W. BRENNAN, M.D. 


LABOR AND ITS COMPLICATIONS 


Investigations on the Contractility of the Upper 
and Lower Uterine Segments and the Cervix 
During Labor and Under Normal Conditions. 
Joun NAESLUND and OLLE SNELLMAN. Acta Soc. med 
Upsaliensis, 1953, 59: 33- 

An electrophoretic investigation has been per- 
formed on homogenates of the uterine muscle from 
women. There was a great difference between the 
electrophoretic diagrams obtained from homogenates 
of gravid corpus muscle and those obtained from the 
gravid isthmus and normal uterine muscle. 

The diagrams of the gravid uterine muscle show 
some resemblance to those obtained from homoge- 
nates of human skeletal muscle. A sharp peak (frac- 
tion II) appears in both types of diagrams, as ex- 
pected when contractile matter occurs. The mobility 
of the peak is greater in the cases with gravid corpus 
uteri. In the other cases the peak (II) is not sharp 
and it is smaller. 

The amount of proteins in fraction II was deter- 
mined in the various cases and compared with the 
amount of contractile protein calculated from viscosi- 
metric measurement. 

In the gravid corpus the nucleoprotein has prac- 
tically disappeared and at the same time the amount 
of contractile substance per gram of wet muscle has 
risen considerably. 

The fact that during pregnancy only the upper 
segment contains large quantities of contractile sub- 
stance (the amounts in the lower segment remaining 
small) may perhaps help to explain the strongly 
developed contractile power of the upper segment 
during labor and the passive state of the lower 
segment. ALAN Rustin, M.D. 
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Present Day Conceptions of the Prognosis and 
Therapy of Pathologic Diastasis of the Sym- 
physis Pubis. Observations Incidental to a 
Case of Complicated, Spontaneous Obstetrical 
Rupture (Indirizzo attuale della prognosi e terapia 
della diastasi patologica della sinfisi pubica. Osserva- 
zioni a proposito di un caso di rottura ostetrica, 
spontanea, complicata). GIOVANNI GARRONE. Mi- 
nerva gin., Tor., 1953, 5: 655. 


A 37 year old primipara went into labor after a 
long and progressively worsening diabetes insipidus 
during pregnancy. When labor started the blood 
pressure was 180/105. Early in labor the patient 
began to complain of headache, nausea, and scintil- 
lating scotoma. The first infant of the twin preg- 
nancy was delivered by forceps and the second by 
podalic extraction. The infants were both vital but 
were premature (2,450 and 2,550 gm., respectively). 
On the second day of the puerperium the patient 
began to complain of pains in the region of the 
symphysis pubis, which became aggravated by move- 
ment of the lower extremities. Roentgenographic 
examination disclosed a 5 cm. dehiscence between 
the two pubic bones. 

A supporting, semi-rigid dressing was applied to 
the pelvic girdle and the patient counseled to lie on 
her side; this, however, she could not do consistently 
because of worsening of the pain. It seems that 
lying on the side caused the bone ends, instead of 
simply approximating one another, to slide past each 
other. The patient was febrile (38 degrees C.) and 
the temperature was not controlled by penicillin. 
Edema developed in the region of the pubic symphy- 
sis and the labia majora. Streptomycin and supronal 
reduced the temperature somewhat. 

On the twenty-second day of the puerperium the 
patient was dismissed with the supporting dressing. 
She was still febrile and antibiotic therapy was 
continued at home. At the time the patient was 
dismissed the dehiscence between the pubic bones 
had become reduced to the width of the little finger. 

On the thirty-second day of the puerperium an 
abscess of the pubic symphysial region broke into the 
vagina and discharged purulent secretions. The 
temperature then became normal and the general 
condition of the patient began to improve. The pain, 
however, did not leave completely. The patient still 
had to remain in bed with the dressing. On the sixty- 
fifth day after the labor the patient was still unable 
to walk without severe pain, and had to be put back 
to bed with, of course, the supporting dressing. 

On the hundred and eighth day after the delivery, 
the patient was authorized to leave her bed, and she 
could walk without excessive pain with a cane. 

Six months after delivery the roentgenographic 
examination disclosed a residual diastasis of the 
pubic symphysis and a certain amount of gaping of 
the articular surfaces of the sacroiliac joints. 

Eighteen months later the patient presented the 
clinical picture of a complete and stabile cure. 

The clinical history of this patient is presented at 
length in order to show how complicated is the 
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problem of pubic diastasis, how vague is the border- 
line between the physiological and the pathological, 
and how surprisingly incomplete are our clinical and 
pathological conceptions with reference to prognosis, 
and even with reference to the therapy to be em- 
ployed. Particularly noticeable discrepancies con- 
cerning pubic diastasis seem to exist between the 
conceptions held by the orthopedists and those held 
by the obstetricians. The orthopedic surgeons tend 
to regard the lesion as a serious one, with a prognosis 
of reserved character, and an indication for early and 
persistent therapy; the obstetrician, on the other 
hand, looks on it with an attitude of relative 
equanimity—many obstetricians maintain that the 
obstetrical accident generally corrects itself and, in 
fact, is pretty well healed by the time the physiologic 
involution of the maternal organs is complete, 
Neither of these camps, however, seem to have en- 
visioned a period of absolute bed rest of 108 days, 
and pain on unusual demands on the pelvic static 
mechanism 7 months later. 

The classification of the author’s case is in itself a 
puzzling problem. The author is inclined to regard 
the lesion as a spontaneous one, and this is perhaps 
surprising for a lesion which became manifest during 
operative delivery with a forceps. However, the 
twins, below normal in size and with normal pelvic 
measurements, were delivered with ease, and the 
gentleness and the care exercised by the operator 
surely precluded any possibility of trauma. 

In conclusion, the author recommends that more 
study be made of mechanism of complications of this 
accident and that especial attention be given to 
later repercussion. Genell has shown that permanent 
disability occurs, including an arthrosis deformans of 
the sacroiliac articulations with resultant lumbago- 
like pains and static disturbances of a more or less 
permanent nature, and the author believes that not 
nearly enough attention has been allotted to these 
possibilities. Joun W. Brennan, M.D. 


Prognosis in the Case of Deflexed Attitude of the 
Head in Breech Presentation. Observations in 
3 cases (Le pronostic des attitudes défléchies de la 
téte foetale dans la présentation du siége. A propos 
de 3 observations). L. GERNEZ and Ct. Porret. 
Bull. Fed. Soc. gyn. obst., 1953, 5: 573- 


One of the authors’ cases of deflexed attitude of 
the head in a breech presentation is believed to have 
caused prolonged labor. The child maintained the 
deflexed attitude after birth for 2 weeks but was in 
good condition. In their second case the fetus under- 
went a spontaneous version 3 weeks before labor, 
delivered with a vertex presentation, and resumed 
the deflexed attitude for 24 hours after delivery. The 
third infant was delivered with very little assistance. 
This child continues to have a deflexed attitude of 
the head when reclining (age not stated), but holds 
its head erect when his body is supported in an up- 
right position. 

Thirty-one cases of deflexed attitude with breech 
presentation have been found in the literature. 
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These infants had spontaneous version to vertex 
presentation and were normal when delivered (with- 
out difficulty). Ten cases were terminated by 
cesarean section, 4 of them for reasons other than 
the attitude of the head. All of the babies delivered 
by cesarean section were normal except 1 which had 
an anterior dislocation of the first three cervical 
vertebrae upon the fourth. 

Among the 18 infants delivered vaginally, the 
heads were delivered deflexed in 15 cases, with an 
easy forceps application in 2. Three infants were 
delivered with the head deflexed, 1 with forceps 
assistance. Thirteen of these infants were born alive 
without apparent malformation and 3 died after 
birth of meningeal hemorrhage or spinal lesions. 
Two infants survived but 1 of them had malforma- 
tions of the lower extremities and the other had a 
division of the spine at the first thoracic vertebra. 

Roentgenographic examination in all breech pres- 
entations is urged so that more precise information 
on the incidence of this condition can be collected. 
Meanwhile, the authors believe that cesarean section 
is not justified unless there is some additional factor 
predisposing to dystocia and the fetus is otherwise 
normal. James Henry Fercuson, M.D. 


The Value of Peridural Anesthesia in a Small Hos- 
pital (Die Bewihrung der Periduralanisthesie im 
kleinen Krankenhaus). FELIx NUcKEL. Geburish. & 
Frauenh., 1954, 14: 129. 


Peridural anesthesia has the advantage of causing 
excellent abdominal wall relaxation for a prolonged 
period without any preliminary stage of excitement 
such as occurs with the use of ether, no slowing of 
labor in obstetric patients, and a favorable post- 
operative or postpartum course. For Wertheim, 
simple abdominal, or vaginal hysterectomies a level 
of T11-12 must be attained, while a level to L1-2 is 
sufficient for most vaginal plastic procedures. 

At times it is difficult, if not impossible, to produce 
peridural anesthesia in the obese or the kyphoscoli- 
otic, or in those with an ossified ligamentum flavum. 
There are two criteria noted when there is successful 
induction of the anesthesia: tachycardia and ability 
to move the toes. Some form of sedation is preferably 
given concomitantly. There are certain dangers: 
collapse, central or peripheral respiratory paralyses, 
toxicity from intravenous injection of the local 
anesthetic, subsequent extradural abscess formation, 
and aggravation of pre-existent central nervous 
system disease. 

Shock, acute anemia, peritonitis, severe cachexia, 
old age, central nervous disorders, and aversion to 
the method are contraindications to its use. Peri- 
dural anesthesia works well in moderate cardiac 
decompensation, pulmonary disease, chronic anemia, 
poor operative risks, moderate adiposity, and long 
operative procedures. 

The author reports 1,203 cases with no death. 
These include all types of gynecologic and obstetric 
operative procedures. Peridural anesthesia was used 
In 2 cases to control convulsions of eclampsia and 


then to consummate delivery, in one case by forceps, 
in the other by cesarean section. 
WarrkEN R. Lane, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Massive Postpartum Hemorrhage Associated with 
Coagulation Defect. ArtHur SAwitsky, DONALD 
J. Leany, and FREDERICK CARPENTER. Am. J. 
Obst. Gyn., 1954, 67: 349. 


Four cases of severe postpartum bleeding asso- 
ciated with a coagulation defect are presented. Tran- 
sient hypofibrinogenemia was present in all patients 
at the height of the bleeding diathesis. The serum of 
I patient showed a transient but marked fibrinolytic 
activity. In 2 patients transient thrombocytopenia 
was noted. 

The intravenous administration of fibrinogen 
caused prompt return of the coagulation mechanism 
to normal. The removal of the uterus and its con- 
tents does not ensure rapid correction of the coagula- 
tion defect. Additional fibrinogen is frequently 
necessary. 

All patients in whom a diagnosis of severe toxemia 
of pregnancy, premature separation of the placenta, 
marked isoimmunization in pregnancy, presence of a 
dead fetus, or severe hepatic damage is made should 
be screened for the possible development of afibrino- 
genemia at the time of delivery. 

Joun R. Wotrr, M.D. 


The Influence of Oxytocin on the Production of 
Milk by the Mammary Glands of Puerperal 
Women (Der Einfluss von Oxytocin auf den 
Milchabgabemechanismus der Brustdruese stillender 
Woechnerinnen). REINHOLD ELERT. Geburtsh. & 
Frauenh., 1954, 14: 147. 


The author studied 16 lactating women. First he 
had them nurse from one breast, then he pumped 
the breast. Immediately following, oxytocin was 
given intravenously and in 30 to 60 seconds the 
breasts were pumped again. The average quantity 
of milk for the feeding and the initial pumping com- 
bined was 50 gm.; after oxytocin and the second 
pumping an average of .40 gm. was obtained. This 
work stems from similar experiments performed on 
animals. WarreEN R. Lane, M.D. 


NEWBORN 


Toxemia and Fetal Survival. Kirk C. McGuire, 
Witiram C. KEETTEL, and Epwarp E. WIEBEN. 
Obst. & Gyn., 1954, 3: 195. 


A study of 750 toxemic patients was completed in 
an effort to learn how the fetal salvage could be im- 
proved. In the pre-eclamptic patients, induction of 
labor did not improve the fetal salvage. In fact, the 
intrapartum stillbirth rate was elevated by this 
procedure. The method of vaginal delivery had no 
influence on the fetal salvage. Best results were ob- 
tained with cesarean section, but the number was 
small, and the patients were very carefully selected. 
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In the hypertensive patients, there was some im- 
provement in fetal salvage in those patients in whom 
labor was induced. 

One should not conclude from this study that the 
prompt induction of labor does not improve fetal 
salvage in the severe pre-eclamptic patient, since, in 
this series, the average duration of hospital stay was 
much longer for the patients having induction than for 
the group of patients who were allowed to enter labor 
spontaneously. This would seem to indicate that 
the authors were too conservative in their policy of 
induction, and that nature often solved the problem 
while the merits and methods of labor induction 
were debated. 

Since January 1953, in those severe pre-eclamptic 
patients who did not improve, labor has been in- 
duced within 3 days after admission. Five prema- 
ture infants have been delivered, their weights vary- 
ing from 1,555 to 2,300 gm., and all survived. Fur- 
ther study of this problem is indicated. 

CHARLES Baron, M.D. 


The End Results in Children Delivered by Mid or 
High Forceps. JAmMEs McD. Corston. Am. J. 
Obst. Gyn., 1954, 67: 263. 

The author attempted to determine whether or 
not high or ‘‘mid” forceps delivery of a specific group 
of babies had impaired the mental or physical de- 
velopment of these children. 

Four hundred and thirty cases were found in a 
total of 4,641 deliveries. Five hundred control cases 
of spontaneous deliveries were also chosen. Only 
159 controls and 145 forceps cases were located. 
Only 76 controls and go forceps cases could be 
examined. A mental defective in the high forceps 
group and an unco-operative subject in the control 
group failed to complete one of the tests. 

The author tested the patients physically, 
neurologically, and psychically. There were only 
slight differences in the groups physically, and the 
Wechsler-Bellevue intelligence scale and the Bell 
adjustment inventory both showed the forceps 
group to rate higher. 
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The author concluded that if the baby survives the 
delivery no physical or mental impairment is to be 
expected. No case of epilepsy was discovered. 

In the spontaneous delivery group the stillbirth 
rate was 5.65 per cent and the neonatal death rate 
was 2.8 per cent. 

In the high forceps group, the stillbirth rate was 
27 per cent and the neonatal death rate was 10 per 
cent. 

In the midforceps group, the stillbirth rate was 
8.3 per cent and the neonatal death rate was 5.8 
per cent. Byrorp F. Heskett, M.D. 


MISCELLANEOUS 


The Decline in Mortality from Acute Anemia at the 
Salvador Maternity Hospital (Descenso de la 
mortalidad por anemia aguda en la Maternidad del 
Salvador). Luis TisNE Brousse. Bol. Soc. chilena 
obst. gin., 1953, 18: 45. 

The maternal death rate due to hemorrhage at the 
Salvador Maternity Hospital, Chile, has received the 
concentrated attention of the staff. During the years 
1939 to 1952 the death rate from this cause has 
dropped from 3.8 deaths per 1,000 live births to 
0.18. Credit for the improvement is given to the 
more frequent use of oxytocics, the less frequent use 
of internal version, and more prompt use of hys- 
terectomy when conservative measures fail. 

The most common causes of death from hemor- 
rhage were uterine atony and rupture. The liberal 
prophylactic use of oxytocics, intramuscular or by 
infusion, is made at the time of delivery in the pres- 
ence of uterine inertia, multiparity, abnormal uterine 
distention, fibroids, and any situation associated 
with postpartum hemorrhage. The wider use of 
oxytocics after the second stage of labor has reduced 
the use of emergency transfusions, which were far 
from being innocuous. Cesarean section has replaced 
internal version as the solution of many obstetric 
difficulties with a subsequent lowering in the inci- 
dence of ruptured uterus. 

James Henry Fercuson, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Renal Atrophy (Le atrofie renali). LoRENzo Mro1a. 
Gior. ital. chir., 1953, 9: 900. 


Two instances of renal atrophy are reported. The 
first case was that of a 4o year old housewife, who 
had given birth to 6 full term children and had 
suffered 3 abortions. Married at 19, the patient had 
suffered her first attack of pain in the left flank, 
radiating toward the left thigh, 3 years later. The 
attack had been accompanied by some fever. Her 
condition returned to normal after 2 weeks. Two 
years after this first attack the pains in the left flank 
were repeated and some tiny calculi were discharged 
with the urine. Six years after the last attack re- 
newed renal colic developed on the left side, with high 
fever and a discharge of pure blood. This attack lasted 
about a week. Seven years later, after a long period 
of good health, the attack was repeated, this time 
again with frank elevation of the temperature. This 
attack Jasted about 2 months and was accompanied 
by hematuria and pyuria. Finally, after 2 years of 
relative well-being the attack was repeated, but 
without fever or hematuria; there was merely a sense 
of heaviness and mild pains. The urine, however, 
was turbid and there was frequent urination. 

Roentgen examination disclosed the presence of a 
large calculus in the region of the left kidney, but 
there was no visualization of the kidney and ex- 
cretory system. At cystoscopy the left ureteral 
orifice was punctiform and retracted and could not 
be catheterized. 

At operation a tiny kidney (5 gm.) was removed, 
together with a portion of the ureter and the con- 
tained calculus. Histologic examination of the re- 
moved specimen showed a chronically inflamed and 
fibrously contracted organ with only a few areas of 
residual renal tissue. The areas adjoining the stone 
were most severely involved in the chronic in- 
flammatory process, with areas of necrosis here and 
there. The general picture was that of an advanced 
atrophic condition of the kidney parenchyma with 
evidence of an interstitial renal inflammatory re- 
action, 

The second case was that of a 44 year old tailor 
who gave a history of attacks of renal pain, fever, and 
hematuria which resembled, in general, those in the 
first case reported here. The operation disclosed a 
left kidney involved in a dense fibrous tissue reac- 
tion, both intrarenally and perirenally. The kidney 
was not as badly shrunken as that in the first case; 
it was about a fourth of the normal size and had a 
markedly irregular surface. The cut surface of the 
removed organ disclosed wedge-shaped areas of 
fibrous transformation of the kidney parenchyma, 
with the base of the wedge toward the periphery 
(renal infarcts). There was also evidence of a 
markedly dilated kidney pelvis (hydronephrosis). 
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The author believes that the reason for the ab- 
sence of hydronephrosis in the first case might be 
explained on the basis of a primary interstitial 
nephritis which crippled and finally abolished the 
kidney’s excretory functions. The renal atrophy was 
therefore primarily the result of the interstitial ne- 
phritis and the calculus was secondary; and due to 
the lack of urinary excretion a hydronephrosis was 
not produced. In the second case, on the other hand, 
the inflammatory process was not sufficiently intense 
to produce a total loss of the renal excretory func- 
tion. The atrophic process was on the basis of an in- 
farctive process (vascular factor). The ureter was 
still more or less permeable and would permit 
sufficient drainage of the urine to allow a resumption 
of the excretory function. Thus this kidney atrophy 
was accompanied by a hydronephrosis. 

Joun W. BRENNAN, M.D. 


Tumors of the Kidney and Renal Pelvis in the 
Adult. Clinical and Roentgenological Studies 
with Particular Regard to Differential Diag- 
nosis (I tumori del rene e della pelvi nell’adulto. 
Studio clinica e radiologico con particolare riguardo 
alla diagnosi differenziale). Epoarpo Lasio and 
Guipo Lomparoi. Arch. ital. urol., 1953, 26: 359. 


Ninety-one renal and renal pelvic neoplasms, 
observed at the Urologic Institute of the University 
of Milano in Italy, form the basis for this report. 
These tumors comprise part of a total of 118 cases 
selected for study. The remaining 27 cases com- 
prised a variety of renal or extrarenal affections 
which with their clinical or roentgenologic findings, 
or both, had given origin to diagnostic difficulties 
which were not always satisfactorily solved. 

The o1 neoplasms were in turn subdivided into 3 
categories. The first category comprised those in- 
stances in which the clinical and roentgenological 
diagnosis was confirmed at operation (44 cases); the 
second group were made up of cases in which the 
diagnosis was made only at operation (15 cases); 
and the third category included the cases with pre- 
cise clinical and roentgenological diagnoses in which, 
for various reasons, operation was not done (32 
cases). 

These renal tumors included 2 per cent of all of 
the patients presenting maladies of a urologic char- 
acter observed at this Institute in the period of 13 
years from 1939 to 1951. They represented 10.2 
per cent (45 of 438 cases) of the tumors of the uro- 
genital sphere occurring in the male, and 48.2 per 
cent (46 of 94 cases) of those occurring in the female. 
The reason for this discrepancy between the sexes 
is ascribed to the number of prostatic tumors in the 
male contingent. The majority of these new growths 
developed in patients between 50 and 60 years of 
age (45 cases). In the following decennium this 
neoplasm developed in 23 instances and in the pre- 
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ceding decennium in 18 instances. In 2 cases it 
developed in the seventh decennium and in 1 case 
in the second. The material comprised 46 women 
and 45 men; the right kidney was involved in 48 
instances and the left in 43. 

The histological classification of these tumors is 
that proposed by Busser of the French school (Arch. 
mal. reins, 1930, 5, 3, 246). The renal neoplasms 
are divided into typical (tubular and papillary), 
atypical (trabecular and alveolar), and mixed tu- 
mors. Under this classification this material con- 
sists of 59 histologically examined tumors made up 
of 26 typical epitheliomas of the kidney (19 tubular 
and 7 papillary), 21 atypical renal epitheliomas (15 
trabecular and 6 alveolar), 4 mixed tumors of the 
kidney, 1 undifferentiated epithelioma, 6 papillary 
epitheliomas of the renal pelvis, and 1 renal sar- 
coma. Surprising perhaps is the fact that the 
hypernephroma is not represented, or at least not 
mentioned. In this connection the authors state 
that the polychromatic manifestations which pre- 
viously caused some of the tumors to be so desig- 
nated are now known to be the result of frequent 
hemorrhages with the resultant modifications of the 
hematic pigment. 

With reference to the diagnosis of renal tumor it 
may be at once stated categorically, that the clinical 
symptoms of this condition (hematuria, pain, tumor) 
are seldom sufficient for the diagnosis of the neo- 
plasm of the renal pelvis and in the direct diagnosis 
of renal tumor itself they afford no pathognomonic 
clues as to the histologic character of the neoplasm 
palpated. The three cardinal symptoms enumerated 
are, it is true, of value in diagnosing the stage of 
development of the neoplasm; however, the signs 
of fixation and the presence of indirect signs are of 
even greater value in this regard. 

Of the roentgenological methods, urography and 
pyelography furnish the most highly demonstrative 
findings; however, the methods of retropneumoperi- 
toneum and aortography are of great value. They 
are especially useful in evaluating the precise degree 
of development of the neoplasm and the degree of 
invasion of the surrounding structures. The method 
of retropneumoperitoneum is particularly valuable 
in demonstrating any change in the size of the tumor 
(effects of roentgen therapy). Aortography is still 
in its incipiency with reference to its possible use 
for the diagnosis of renal tumors. 

The distinction between renal tumor and the neo- 
plasms and inflammatory processes in the peritoneal 
cavity and retroperitoneal space is frequently a 
matter of great difficulty or, indeed, impossible. In 
these problems the examination of the digestive and 
bile tracts and aortography are of special value; 
the method of retropneumoperitoneum is rarely of 
marked value. 

Treatment is, of course, surgical; the only problem 
in this regard is that of when not to operate. When 
operation is possible, every one of these neoplasms 
which has not surpassed the kidney parenchyma 
and its confining fascial envelopments should be 
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excised. Fasciani mentions only neoplastic cachexia 
as a contraindication to surgery; in the renal tumor 
this indicates a long period of development and a 
particularly grave involvement of the organism. He 
also considers another contraindication to surgery 
to be the presence of edema of one or of both of the 
lower extremities, resulting from compression of the 
inferior vena cava or interference by a superficial 
collateral abdominal circulation (caput medusae) 
with the portal circulation. Finally, the presence of 
metastases is considered a contraindication to sur- 
gery. To these contraindications as given by Fasiani 
the authors would like to add the fixation of the 
tumor. In none of their patients with immovable 
renal tumor did the subject live longer than a year 
after its operative removal. They also add as relative 
contraindications the simultaneous presence of the 
three cardinal symptoms: hematuria, tumor and 
pain, and pain alone when its severity and progres- 
sive character indicate the involvement of the sen- 
sory paths of the renal hilus. 

With regard to preoperative and postoperative 
roentgen therapy, there is serious doubt as to the 
possibility of cure, but there is no doubt as to its 
many benefits and the authors are impressed with 
the proposals that it be utilized as a routine measure. 

Joun W. Brennan, M.D. 


Clinical Contribution to the Subject of Renal Re- 
section (Contributo clinico alla resezione renale). 
VITTORIO SCRUFARI and SERGIO GODENA. Urologia, 
Treviso, 1953, 20: 428. 


Thirty renal resections are reported. Renal resec- 
tion by these authors consists of the removal of a 
renal pole or of the midportion of the kidney, and all 
localized portions of the renal parenchyma with or 
without the opening up of the renal pelvis or of a 
calyceal cavity. They have included in this series of 
resections such anomalies as the interruption of 
anomalous vessels which are causing symptoms 
(hydronephrosis), where the interruption produces 
an infarction of a portion of the kidney parenchyma. 
They do not include such anomalies as renal synthe- 
sis with two complete pelves and ureters, and they 
designate the removal of one of these double struc- 
tures as a heminephrectomy; however, they do in- 
clude under the term “renal resection” the removal 
of one component of a ureteropelvic duplication, or 
of a dichotomy of the ureter. 

Of these 30 patients, 11 were males and 19 were 
females. The right kidney was involved in 16 pa- 
tients and the left, in 14. In 20 patients the upper 
pole of the kidney was removed, in 8, the lower pole, 
and in 2 patients a portion of the midregion of the 
organ was resected. 

In 17 instances the operation was performed for 
congenital anomalies (ureteropelvic duplication, 
anomalous blood vessels); in 2 cases the condition 
present was calculous disease; in 2 cases serous cysts 
comprised the pathologic condition, and in 4 tuber- 
culosis. The remaining 5 cases represented a variety 
of pathological conditions; however, there were no 
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instances of renal tumor. The reason for the absence 
of neoplasms among these patients is that in all 
tumor cases the new growth has extended so far as to 
necessitate nephrectomy. 

The technique of resection was not the same in 
every instance; however, with the exception of the 
resections of the lower pole of the kidney and of 
those on the ptotic kidney, the incision used was that 
developed by one of the authors (Scrufari), and con- 
sisted of an anterolateral thoracoabdominal ap- 
proach to the kidney, without opening the thoracic 
cavity and without the removal of any ribs. 

Two methods of hemostasis were used during the 
resection. One method consisted of preventive liga- 
tion of the vessel and calyx; the other consisted of 
excising the portion of the parenchyma to be sacri- 
ficed, with immediate pressing together of the valve- 
like flaps. Between these raw surfaces there was 
always included a layer of hemostatic fibrin (spongo- 
stan). The kidney wound was closed by continuous 
over-and-over sutures or the valves were approxi- 
mated by some “U” sutures, with closure of the lips 
of the wound by interrupted sutures. Occasionally a 
large vessel would be ligated separately. The pre- 
ventive homostasis was accomplished by pressure of 
the fingers on the renal artery or on the hilus. 
Clamps were never resorted to; the electric bistoury 
likewise was never used. An open calyx was closed 
by fine everting catgut sutures. 

Following the resection operation, the kidney was 
always fixed to the posterior wall after the method of 
Carara-Deming (C. L. Deming: Pennsylvania M. J., 
1944, 48: 207). 

There were no deaths. All these patients were es- 
sentially relieved of their symptoms, some for a long 
period of time (11 years). Complications consisted of 
postoperative hemorrhage necessitating an emer- 
gency secondary nephrectomy in 1 instance, post- 
operative hemorrhagic pyelonephritis in 1 case, and 
intractable urinary fistula in 1 case. This last com- 
plication was in a case of renal tuberculosis with 
subsequent atresia of the intramural portion of the 
ureter. 

The authors consider that indications, other than 
those here indicated, for the operation of renal re- 
section would be the presence of benign and malig- 
nant tumors limited to one pole; tuberculosis of the 
middle portion of the kidney; calculosis of the middle 
calyx; localized cyst of the kidney; diverticula of the 
calyx; rupture of the renal parenchyma; and local- 
ized septic processes of the kidney. 

Joun W. BRENNAN, M.D. 


Experimental Repair of Ureters by Polyethylene 
Tubing, and Ureteral and Vessel Grafts. 
CREIGHTON A. Harpin. Arch. Surg., 1954, 68: 57. 


The author made an attempt to expand the meth- 
ods by which ureteral defects could be repaired. The 
experimental use of polyethylene tubing as a perma- 
nent ureteral prosthesis proved unsuccessful; the 
plastic tubing, however, did remain free of encrusta- 
tions. Migration of the rigid plastic tubes from the 
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renal pelvis, bladder, or bowel led to blockage of the 
lumen by scar tissue. In those animals in which the 
plastic tubes did not migrate, the effects of hydro- 
nephrosis were evident. Polyethylene tubes with a 
large internal lumen also failed to eliminate hydro- 
nephrosis,. thus re-emphasizing the fact that hydro- 
dynamics alone cannot account for the passage of 
urine from the renal pelvis to the bladder. The com- 
plete substitution. of the ureter by a rigid plastic 
tube completely eliminates physiologic peristalsis of 
the ureter and causes varying degrees of hydro- 
nephrosis. 

Homologous ureteral grafts failed because of ste- 
nosis, dehiscence, or leakage. Such a free transplant 
is dependent on contiguous tissue for its vasculari- 
zation. By the time proliferating capillary vascular 
buds have permeated the free graft, necrosis and 
scar formation already have taken place. The hydro- 
static pressure of the ureteral urinary flow is not 
sufficient to overcome the contractile process. The 
antigenic dissimilarity of the homologous ureteral 
grafts as a contributing cause for failure must also 
be considered. 

Autogenous vessel grafts were used for bridging 
ureteral defects in order to overcome antigenic tissue 
incompatibility, but these free grafts also failed 
primarily because of a lack of vascularity. Paren- 
thetically, Hardin’s previous attempts at bridging 
common bile duct defects in the dog with free grafts 
also failed for the same reason. The author believes 
that the experimental substitution of a terminal 
ileal loop with its intrinsic blood supply, as suggested 
by Davids and Lesnick, would seem to have prom- 
ise in bridging extensive ureteral defects. 

ROBERT TURELL, M.D. 


GENITAL ORGANS 


Biopsy in Functional Disease of the Testicle (La 
biopsia en la patologia funcional de testficulo). O. F. 
Grosso and J. C. BARSANTINI. An Fac. med., Mon- 
tev., 1953, 38: 256. 


The trouble with testicular biopsy is not a dearth 
of clear and unequivocal findings, but rather a lack 
of sufficient knowledge to interpret the findings 
properly. It is not even clear whether different 
biopsy pictures represent different pathologic enti- 
ties or different phases of the same entity. Never- 
theless, there is no general appreciation of the value 
of the procedure. There is general accord as to the 
facility of the technique and the harmlessness of the 
method for the individual subjected to biopsy, and 
it is generally admitted that the biopsy picture de- 
picts reliably the momentary functional stage of the 
testicle and that the histologic picture remains con- 
stant no matter from what portion of the organ the 
specimen is taken or whether tampering has been 
done by means of endocrine treatment, provided, of 
course, that such therapeutic tampering has been 
unavailing. The interpretation of the histologic pic- 
ture from the biopsy specimen alone may lead to 
erroneous conclusions. A correlated study of the 
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anatomical pattern, the clinical picture, the hormone 
titers, and even of the spermogram is necessary. In 
general, one cannot predict the type of spermogram 
from the histologic picture, or vice versa. 

Charny in his book (The Testicular Biopsy, Spring- 
field, Illinois: Charles C. Thomas, 1946) mentions 3 
general types of disease of the testicular tubules: the 
tubular alterations resulting from a fault of develop- 
ment (hypopituitarism), those resulting from de- 
generative lesions (such as the syndrome of Kline- 
felter), and those resulting from inflammatory 
lesions. This last type of lesion is not discussed by 
the authors. Their material is divided into the first 
two groups of Charny, viz., the lesions due to faulty 
development, or which are consecutive to hypofunc- 
tion of the anterior lobe of the pituitary gland, and 
those resulting from degenerative processes, the 
primary testicular lesions. 

The deficiency of the pituitary gland may be pres- 
ent at birth (idiopathic eunuchism) and result in the 
infantile type of testicular histologic picture, or the 
deficiency may appear only later and result in arrest 
at some phase of the process of spermatogenesis. In 
the so-called hypoandrogenic syndrome there is a 
normal titer of the gonadotrophic hormone of the 
anterior pituitary gland and gametogenesis is nor- 
mal. However, the functioning tubules are dimin- 
ished in number (hypogonadism) and the sperm 
count is lowered. In both idiopathic eunuchoidism 
and the hypoandrogenic syndrome the Leydig cells 
are deficient or absent. 

Of the primary testicular lesions (Kleinfelter’s 
syndrome, germinal aplasia, and primary sperma- 
togenic arrest) the best known is perhaps Klein- 
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felter’s syndrome with its absence of marked signs of 
androgenic deficiency. The gonadotrophic titer js 
high. The azoospermia is the only significant clinical 
manifestation. In fact, in all of these primary le. 
sions, the only important clinical manifestation js 
the azoospermia. The Leydig cells are present in nor- 
mal number or are increased in number, and the 
manly characteristics of the individual are well de- 
veloped. The sterility is usually the only complaint, 

The pathology of Kleinfelter’s syndrome is well 
known; in the lesion known as germinal aplasia the 
Leydig and the Sertoli cells are both present, but 
there is no evidence of cells of the sperm cell series, 
In spermatogenic arrest the testicular tubules are 
normal in appearance except that the process of 
spermatogenesis is arrested at some phase before the 
actual formation of the spermatozoa. There have 
been some reports of success from the treatment of 
this condition with testosterone propionate. 

The authors add a few words with special refer- 
ence to the ectopic testicle. It would seem that the 
ectopic organ never produces normal spermatozoa, 
The disease consists of the arrest of development at 
various stages; it would seem that all of the com- 
ponents of the normal testicle try to develop but are 
thwarted at some stage or other. In the ectopic 
testicle the interstitial cells of Leydig may be in- 
creased in number in some instances, or they may 
not. In some of the authors’ biopsy specimens (in 
instances of ectopic testicle) the Leydig cells were 
present in great abundance. 

A series of photomicrographs depicts each of the 
testicular lesions discussed. 

Joun W. BRENNAN, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


The Problem of Hematogenic Osteomyelitis (Ein 
Beitrag zum Problem der haematogenen Osteo- 
myelitis). Bu. Kovatevié. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1953, 276: 432. 


The material for this lecture by the author before 
the German Surgical Society comprises 261 pa- 
tients with hematogenic osteomyelitis who were 
treated on the author’s service at Sarajevo, Jugo- 
slavia, during the past 6 years. The author and his 
coworkers do not believe in the early operation for 
acute hematogenic osteomyelitis as the disease is 
initiated as a generalized sepsis and the body, in 
the Selye sense, is having all it can do without being 
forced to cope with the added insult caused by the 
operation. 

The patient is put at rest, the limb is immo- 
bilized, and penicillin and sulfonamides are ad- 
ministered vigorously until the temperature goes 
down and the sedimentation rate is back to normal 
for a sufficient length of time. However, the opera- 
tion should not be delayed for too long a time (not 
longer than 5 or 6 weeks) in order to avoid a more or 
less complete loss of regenerative power on the part 
of the periosteum. Of course, subperiosteal abscesses 
should be opened. 

When, therefore, the osteomyelitic process has 
become localized to a part, or the whole, of the dia- 
physis, the patient is operated on; the involved shaft 
of bone is removed and the extirpated portion of 
the diaphysis is replaced by a molded shaft of plas- 
ter-of-paris. The periosteum, which has been care- 
fully preserved, and the muscular, cutaneous, and 
subcutaneous layers are replaced and sutured about 
the plaster shaft (Figs. 1 and 2). 

The plaster shaft is made somewhat longer than 

the removed portion of the diaphysis, in order to per- 
mit firm wedging of the prosthesis in place and to 
allow for shrinkage. The substitute shaft is made up 
of plaster-of-paris and contains about 2 million I. U. 
of penicillin and from 10 to 12 gm. of sulfonamides. 
The operative wound is also liberally dusted with 
penicillin and sulfonamides. The limb is then im- 
mobilized in a cast. 
_ In the course of about 6 months the plaster shaft 
is slowly absorbed, maintaining its own bacteriosta- 
sis and supplying calcium for the process of new bone 
formation from the side of the periosteum. 

When the last slender stem of the shaft absorbs, it 
leaves a cavity in every way similar to the marrow 
cavity of anormal bone. In this work it is not neces- 
sary to worry about leaving some affected bone be- 
hind at the time of the excision of the diaphysis, as 
the substitution shaft will take care of any residual 
bone disease. When the shaft is entirely absorbed 
there is left a new bone diaphysis, regenerated from 
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Fig. 2 


Fig.t 


Fig. 1 (Kovaéevié). On the thirty-eighth day following 
hospitalization a subperiosteal diaphysectomy was done. 

Fig. 2. A plaster-of-paris shaft is substituted for the 
excised diaphysis. 


the periosteum and attached to the normal epi- 
physes. The patient is at once able to bear the body 
weight on the limb when the cast is removed. 
During the entire time of treatment the patient 
feels well and vigorous. The artificial shaft has main- 
tained a high level of blood calcium and in the entire 
material of 261 cases there has been no instance of 
pseudarthrosis. Joun W. Brennan, M.D. 


Myelomas of Bone. Review of 25 Cases. A. NAYLOR 
and F. E. Cuester-Wituiams. Brit. M.J., 1954, 1: 
120. 


In a review of 25 cases of myelomas the authors 
suggest that this condition is not so uncommon as 
it is supposed to be and that many cases are over- 
looked or diagnosed as secondary carcinomas. 
Early diagnosis is difficult because the condition 
may be asymptomatic for a long period. It is 
emphasized that one or more negative investigations 
do not exclude the condition. The condition may 
exist in three forms: (1) a solitary form in which a 
large tumor is present, (2) a diffuse form in which 
the lesions are small and cause a diffuse decalcifica- 
tion of the affected bone, and (3) a multiple form 
into which the others usually develop when the 
plasma cells are aggregated into discrete nodules 
forming localized osteolytic lesions. 
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Twenty-three cases only of proved solitary 
myeloma have been described. Many described as 
such have subsequently become multiple. Of the 
authors’ 4 cases, initially solitary, 2 were given deep 
x-ray therapy. One patient was still alive 7 years 
after the initial treatment, the other being alive 1 
year after treatment. One patient died without 
treatment, and the remaining patient did not sur- 
vive local excision. The average age was 40 years. 

The diffuse form occurred in subjects over the age 
of 60 years and proved to be the most difficult to 
diagnose. In 4 cases discussed, no patient survived 
for more than 2 months. 


The multiple form attacks the flat bones and - 


ribs, whereas the solitary tumors are large and 
affect the long bones and spine. The authors believe 
that the solitary forms and those which appear to be 
initially multiple are single pathological entities, the 
rate of metastasis being extremely rapid in the mul- 
tiple forms. The multiple form is the end-stage of 
the disease. 

Local pain is the most common initial symptom, 
but pathological fracture and paraplegia are fre- 
quent presenting symptoms. The destruction of 
isolated vertebrae is apt to be confused with second- 
ary carcinoma, and a full investigation must be 
carried out in all cases. This should consist of 
roentgenographic examination of the skull, ribs, and 
vertebrae, estimation of the serum proteins and 
urinary Bence Jones protein, and sternal marrow 
puncture. KENNETH E, SHERMAN, M.D. 


Checkrein Shoulder. A Type of ‘‘Frozen”’ Shoulder. 
Diagnosis and Treatment by Manipulation and 
ACTH or Cortisone. T. B. Quictey. N. England 
J. M., 1954, 250: 188. 


The history of frozen shoulder is discussed. The 
author stresses the point that the diagnosis must be 
correct because the treatment recommended will 
not be of value in other conditions, such as acute in- 
flammatory diseases. 

The experience in this series is limited to 20 cases 
in which there was marked limitation of shoulder 
motion, and in which a varying amount of ACTH 
and cortisone were given both before and after 
manipulation under anesthesia. Ten patients re- 
gained normal painless shoulder motion, 13 were 
improved, and 6 were not improved. There is some 
discussion as to the amount of ACTH and cortisone 
which should be given before and after manipula- 
tion. Various methods of physiotherapy are also 
suggested. RIcHARD J. BENNETT, JR., M.D. 


The Development of the Vertebral Column (Le dév- 
eloppement de la colonne vertébrale). GIAN ToEN- 
puRY. Rev. chir. orthop., Par., 1953, 39: 553- 


This scholarly anatomist and embryologist of 
Zurich, Switzerland, was asked to contribute 
something from his specialty to the French Ortho- 
pedic Congress in Paris, September, 1952. 

The lecturer picked as his subject the embryologic 
and postnatal development of the spinal column, 


since he himself had been giving special attention 
to this subject for some years past. During this 
period he had discovered that the notochord is not 
merely a teleologic relic, but that it has an active 
function to perform in the somatic differentiation 
of the vertebral column, and this structure is not 
able to develop without it. In cases in which the 
notochord has been removed in the embryo the 
vertebral column has failed to develop properly 
(fused vertebrae). 

After the task of somatization of the vertebral 
column has been accomplished, however, the work 
of the notochord is still not completed; it must be 
present for the formation of the intervertebral discs 
and eventually provides the cells which produce the 
substance of the nucleus pulposus. 

The process of ossification, especially of the 
neural arches, has been found by this lecturer to 
differ in some respects from the usual textbook 
descriptions. This is of some significance in the 
matter of the development of spondylolisthesis of 
the spine as produced by the scissura of the neural 
arch in its interarticular portion. The author and 
his coworkers have found that the ossification of 
these structures is always of the perichondral type. 
A lining of bone forms on the inner surface of the 
interarticular portion of the neural arch and spreads 
gradually in all directions. Thus, it is seen that a 
spondylolysis cannot result from the failure of two 
separate ossification centers to fuse; if the etiologic 
factor is congenital it would have to be a disturbance 
arising in the mesenchymatous stage of vertebral 
development. 

The postnatal development of the nucleus pulposus 
has been under study on the dachshund or basset 
hound (Surg. Gyn. Obst., Internat. Abst. Surg., 1953, 
97: 491). Here in a type of intervertebral disc which 
is very like that of the human being but of more 
delicacy of structure, flexibility, and cushioning 
effect, they have been able to trace the changes in 
the structure from the beginning to the final hernia- 
tion of the nucleus (with involvement of the nervous 
and vascular structures) which passes through the 
neural arches to the point of the eventual paraplegia 
which is so characteristic in this animal (compression 
myelitis). The change in the nucleus pulposus is 
here purely a result of aging. In order to correlate 
the findings in this animal with those in the human 
being, it will be necessary to examine more systema- 
tically the senile alterations in the intervertebral disc 
of the human subject with inclusion of those in the 
entire vertebral column. 

The so-called “uncovertebral articulations” of 
Luschka are discussed. The lecturer has studied 
these peculiar laterally placed clefts in the inter- 
vertebral fibrocartilages of the cervical region of 
the human subject, from the embryo through in- 
fancy to adulthood, and he is unable to accept the 
opinion of Luschka; he considers that the so-called 
articular clefts are not true articular structures but 
simple ruptures of the collagen fibrils incident to the 
aging process which the entire disc is undergoing. 
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Luschka’s theories are discussed in the Traité 
d’anatomie of Testut. 

Finally, the proper functioning of the vertebral 
column depends upon the integrity of the car- 
tilaginous plaques which cover the apposed surfaces 
of the corpi vertebrae and sustain the disc between 
them. With the development of the senile osteoporo- 
sis of the corpi, these cartilaginous plates lose their 
support, rupture in places into the body of the 
corpus, and thus produce the internal discal hernias 
(nodes of Schmorl). This opens the way for the 
invasion of blood vessels, fibrous processes, and 
spongy osseous tissues into the disc; the disc loses its 
flexibility and with it is lost the flexbility of the ver- 
tebral column. These so-called changes are plainly 
recognizable by the thirtieth year of life; the gelatin- 
ous nucleus begins to dry out and undergoes regres- 
sive changes which become more and more aggra- 
vated with the course of time. In more than 60 per 
cent of adults 50 years of age the process of spondy- 
lolisthesis is already recognizable together with the 
arthritic processes in the intervertebral articulations 
which are a common concomitant of this condition. 

Joun W. BRENNAN, M.D. 


Painful Atresia of the Spinous Processes of the 
Vertebrae (Atrésie épineuse vertébrale doulour- 
euse). H. Houpis. Rev. chir. orthop., Par., 1953, 39: 
581. 


Nine instances of painful atresia of the spinous 
processes of the vertebrae have recently been ob- 
served. All the patients except 1 were females. 
Seven of the patients were seen at the Franco- 
American Foundation of Berck-Plage and 2 at the 
Institut Calmette. 

The first instance at the Foundation was that of a 
22 year old patient with pulmonary disease who now 
complained of pains, aggravated by standing, in the 
upper lumbar region. The clinical and roentgenol- 
ogic examination revealed the absence of the spinous 
process of the first lumbar vertebra. There was pain 
on pressure over this place. The process was re- 
placed by a mass of connective (fibrous) tissue. The 
patient was subjected to an osteosynthesis with per- 
manent relief. The pathologic report by Delarue on 
the fibrous mass of tissue disclosed no evidence of 
necrotic elements in the sections examined and no 
trace of nervous elements which could be the cause 
of the pains. 

The second instance was that of a 24 year old fe- 
male complaining of pain over the inferior dorsal 
region of the spine. The roentgenologic examination 
and the clinical findings disclosed an atresia of the 
eleventh dorsal spinous process and an inflammation 
of the fibrocartilaginous disc between the tenth and 
eleventh dorsal vertebrae. Here again an osteo- 
synthesis was done with complete success; this was 
not surprising since the therapeutic indications for 
both the discal inflammation and the atresia are the 
same. ; 

The third instance was that of a 9 year old girl 
Whose spine was roentgenographed for the simple 
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reason that her sister presented a scoliosis. The 
clinical examination revealed a painful point which 
corresponded to a fossula over the line of the spinous 
processes. The diagnosis of atresia was made. The 
remarkable aspect of this case was the fact that the 
child’s mother also presented a fossula over the 
lower dorsal spine and the roentgenogram disclosed, 
corresponding to the depression, a spina bifida oc- 
culta. This finding, of course, raises the question of 
heredity. 

The fourth instance was that of a 22 year old 
puerperal woman who, after the delivery of her 
child, began to complain of rachialgia. The roent- 
genologic examination revealed atresia of the fourth, 
fifth, sixth, and seventh dorsal vertebral spines. The 
patient was relieved by bed rest. 

The fifth patient was a 27 year old male who came 
in with a history of rachialgia following an attack of 
brucellosis which was cured by typhomycine. He 
himself had discovered a painful depression along the 
ridge of his spine. 

The sixth instance was that of a 12 year old girl 
complaining of a painful spot over the upper dorsal 
spine. Again the clinical examination revealed a 
fossula at the painful spot and the roentgenogram 
disclosed that the corresponding spinous process was 
atresic (third and fourth dorsal spinous processes). 
There was also present a spina bifida at the level of 
the fifth lumbar vertebra. 

The seventh instance was that of a 10 year old girl 
with lumbar spondylolisthesis who exhibited, in ad- 
dition, a painful depression over the upper dorsal 
spine. Roentenography revealed that this depres- 
sion corresponded to a spinous process atresia at this 
level. 

The eighth instance, seen at the Institut Cal- 
mette, was that of a 16 year old girl with pain over 
the upper dorsal spine. Roentgenography revealed 
an atresia of the fifth dorsal spinous process. In ad- 
dition, there was present a nonpainful spina bifida 
occulta of the twelfth dorsal vertebra. The patient 
was relieved by bedrest and the proposed osteosyn- 
thesis was refused. 

The ninth instance, also observed at the Institut 
Calmette, was that of a 12 year old girl who was 
sent in with the diagnosis of Pott’s disease. Roent- 
genography revealed an atresia of the fifth and sixth 
dorsal spinous processes. The condition was not 
very painful and operation was not proposed. 

The reason the author reported this admittedly 
meager material was that he hoped it would stimu- 
late others to report observations of the same char- 
acter. Joun W. BRENNAN, M.D. 


Epiphysiolysis of the Head of the Femur. A Follow- 
Up Examination with Special Reference to 
End Results and the Social Prognosis. V. ORAM. 
Acta orthop. scand., 1953, 23: 100. 


The author conducted a follow-up examination 
with special reference to the end results and the 
social prognosis of 147 patients with epiphysiolysis 
of the head of the femur in the Orthopedic Hospital 
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at Aarhus, Denmark, during the period from 1936 
to 1949. The functional results were classified into 3 
main groups: good, fair, and poor. 

The roentgenographic appearance in 179 hips 
showed moderate epiphysiolysis in 102 and pro- 
nounced epiphysiolysis in 77 hips at the time of 
recognition. The femoral head had slipped back- 
ward in 11 hips, backward and downward in 166, 
downward in 1 hip, and outward and upward in 1. 

Epiphyseal necrosis was far more frequent in 
pronounced than in moderate epiphysiolysis and 
equally frequent in primarily treated and untreated 
hips. The risk of epiphyseal necrosis following 
conservative methods and closed reduction is greater 
than after operative treatment. The functional 
results are so poor that conservative methods and 
closed reduction should be abandoned. 

Among 120 patients with epiphyseal slipping, 
who received treatment, the degree of slipping was 
unchanged in 72.5 per cent, had increased in 21.7 
per cent, and had diminished in 5.8 per cent. In 
the 59 untreated hips, slipping was slight in only 
15.3 per cent and advanced in 84.7 per cent. Thus, 
aggravation of the slipping is much more likely 
to occur in untreated than in treated hips. 

By attempted manipulative reduction and skeletal 
traction, complete or partial reduction was obtained 
in only 15.9 per cent of the cases (none after skeletal 
traction). In spite of this active treatment, the 
slipping increased in 18.2 per cent and remained 
unchanged in 65.9 per cent. After other forms of 
conservative treatment, the slipping increased in 
59.1 per cent and remained unchanged in 40.9 
per cent. 

After operative treatment, which in this series 
had not been directed at replacement of the femoral 
head, the slipping increased in 9.3 per cent and 
remained unchanged in 90.7 per cent. After drilling 
and inforation, slipping increased only in 6.4 per 
cent of the cases. 

It is thus evident that conservative methods and 
closed reduction in the attempt at fixation of the 
epiphysis were less effective than the operative 
methods used. Closed reduction proved a partial 
or complete success in only a very few cases. 

From the examination, it appears that good 
function can be preserved for many years in the 
majority of cases with permanent, moderate epi- 
physiolysis of the head of the femur, whereas the 
functional end result in the majority of cases with 
permanent pronounced epiphysiolysis will be only 
fair, or even poor. 

Conservative treatment of patients with epi- 
physiolysis of short duration should be abandoned. 
Closed reduction should be attempted only in 
cases of acute, complete epiphysiolysis of the head 
of the femur. 

The author noted that despite lack of treatment, 
hips with moderate separation may function well 
for several years, whereas poor function and arthritis 
deformans may be the result in untreated hips with 
pronounced epiphysiolysis. 
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The incidence of arthritis deformans was higher 
after conservative treatment and closed reduction 
than after operative treatment. 

A study of social prognosis was also made and 
at the onset of the disease, 58.8 per cent of the 147 
patients were engaged in agricultural work, 7.5 
per cent were apprentices or housemaids, 32.7 per 
cent attended school, and 1.3 per cent were mental 
defectives without any occupation. 

A comparison between the results obtained in 
general hospitals and orthopedic hospitals showed 
that poorer functional results had been achieved 
in the former, for which reason it is recommended 
that patients with acute epiphysiolysis of the femur 
be referred to orthopedic hospitals for treatment. 

C. Frep GOERINGER, M.D. 


Congenital Pseudarthrosis of the Tibia (La pseudar- 
throse congénitale du tibia). C. Pais. Rev. chir. 
orthop., Par., 1953, 39: 701. 


Fifty cases of congenital pseudarthrosis of the 
tibia, observed during the past 50 years at the 
Rizzoli Institute at Bologna, Italy, are reported. 
This material comprised 24 males and 26 females, 
The right side was involved in 27 of the 50 cases; 
there was 1 instance of bilateral involvement. In 
all but 3 instances the pseudarthrosis was localized 
to the portion of the tibia between the middle and 
distal thirds; in the 3 cases the lesion was located 
between the middle and proximal thirds. 

With reference to the etiology, familial heredity 
was observed in 2 brothers with this lesion. There 
were 3 instances of hereditary lues, 3 instances of 
amniotic cicatrix at the apex of the pseudarthrosis, 
and 6 instances of cutaneous pigmentation; how- 
ever, in only 1 of these 6 cases did the skin mani- 
festations develop into the true neurofibromatosis 
of Recklinghausen. 

In 28 of the 50 patients the pseudarthrosis was 
already present at birth; in 22 the abnormality 
appeared after birth. In 6 of the latter group the 
pseudarthrosis resulted from an osteotomy for the 
treatment of the congenital curvature of the tibia. 

Fourteen pseudarthroses during the past 5 years 
have been treated by the author, with a special 
technique. The most characteristic procedure of 
this operation is the bipolar transplantation, or 
implantation of the fibula in reverse; that is, the 
fibula is inverted and the lower end is implanted 
in a groove in the proximal stump of the tibia. In 
a second session the upper end of the fibula is im- 
planted correspondingly into the distal stump. 
An osteosynthesis is added to this by means of a 
graft procured from the normal tibia and held in 
place by catgut. Another method of supplemental 
support in this operation is the introduction of the 
small infibulating nail of Delitala. The limb is im- 
mobilized in a cast for approximately 6 months, 
with which the patient may be permitted to begin 
walking after the first month. Following this a 
supporting splint is worn for 2 to 3 years, or until 
the roentgenologic examination shows the new 
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formation of the osseous medullary cavity and solid 
consolidation of the osseous cortex. 

This operation has now been used in 14 instances 
of congenital pseudarthrosis. After a year 1o patients 
are cured and 4 are still pseudarthrotic (72% heal- 
ing). Of these 14 patients, 6 had prenatal lesions 
and 8 postnatal. Their ages ranged from 2 to 19 
vears; the failures of treatment occurred in in- 
dividuals 2, 3, 8, and 14 years of age, respectively. 

The author does not consider the treatment of 
congenital tibial pseudarthrosis to be perfect, nor 
even fully satisfactory, despite the enormous im- 
provement in recent years in the results obtained, 
as disillusionments and failures still occur. 

In the discussion, K. LINDEMANN stated that 
he has been having some failures with the ho- 
meoplastic graft taken from the mother of the 
child; however, he finds that these failures are 
always instances in which the dissolution of the 
continuity of the bone is down close to the ankle 
joint. In 1 of these patients he extended the ho- 
meoplastic graft down to include the tarsal bones 
of the ankle joint; the pseudarthrosis consolidated, 
it is true, but later disturbances in the growth of the 
foot and ankle demanded a reoperation to remove 
the excess of the graft and correct the malposition 
of the foot. Joun W. Brennan, M.D. 
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MUSCLES, TENDONS, ETC. 


The Sacral Approach for the Operation on Spondy- 
lolisthesis (Sakraler Zugang fuer die Operation des 
Wirbelgleitens). Kurt DENECKE. Medizinische, 
1954, Pp. 160. 


The patient was a 19 year old girl who had been 
suffering for approximately 3 years with increasing 
sacral pains which radiated downward into the left 
lower extremity. At this time a fourth grade spondy- 
lolisthesis was already present. One year previously 
a bone transplant had been made into the spinous 
processes of the involved portion of the spine. This 
had brought some amelioration of symptoms; how- 
ever, toward the end of the year the symptoms had 
returned in a much aggravated form. 

At the time of examination there was present a 
complete anesthesia in the segments supplied by the 
fifth lumbar and first sacral sensory roots and hypes- 
thesia in the remaining segments from the fourth 
lumbar. On the left side the patellar reflex was di- 
minished; the achilles reflex was absent. The patient 
was no longer able to stand. 

The operation consisted of an S-shaped incision 
over the lower sacrum and coccygeal region with ex- 
cision of the tip of the os coccygis. With the patient 
in the position used for rectal operations (knee-chest 
position on a Westhues’ support), the blunt dissec- 
tion was carried along the anterior surface of the sac- 
rum (sacral hollow) as far as the fifth lumbar vertebra. 
The S-shaped incision was then lengthened upward 
exteriorly over the lower lumbar spine. The osseous 
implant in the spinous processes was then removed, 
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Fig. 1 (Denecke). Condition following operative reposi- 
tion and fixation by means of the combined dorsosacral 
procedure. 


together with the corresponding spinous processes. 
From the sacral hollow side the anterior longi- 
tudinal ligament was loosened, together with a thin 
layer of bone from the anterior surfaces of the first 
sacral and fifth lumbar vertebrae, and the caudal 
half of the fifth lumbar vertebra was removed with a 
bone gouge and angular chisel from the anterior sur- 
face clear back to the spinal canal. Following the 
careful chiseling through of the remaining lateral 
bony connections (articular processes) via the dorsal 
incision, the bony connections at the level of the 
operation were severed, and the only support re- 
maining was the scar tissue and ligaments. 

Chisels were now inserted between the transverse 
processes of the fifth lumbar spine and the sacral 
alae on both sides and reposition was accomplished 
by means of a simple lever action of the two chisels. 
A screw was now introduced at about the level of 
the third sacral vertebra, close to the midline, from 
the dorsal surface of the sacrum and passed upward 
to engage in the remaining (proximal) half of the 
fifth lumbar vertebra (Fig. 1). With this technique 
the dorsal surface of the sacrum was trephined im- 
mediately beneath the third sacral foramen to avoid 
the sacral nerve roots at the point of entry of the 
screw. 

For 8 weeks following the operation the patient 
was placed in a pelvic cast, and passive exercise 
and massage were carried out on the recumbent pa- 
tient. After 3 weeks the patient was able to stand. 
The symptoms of sensory root irritation disappeared 
immediately and later the motor symptoms also. 
At present a bony ankylosis has developed and the 
patient is free of symptoms. A compensatory lordosis 
has developed between the fourth and fifth lumbar 
vertebrae. 
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Fig. 1 (Walldius). 


The author considers this procedure the operation 
of choice in uncomplicated cases of spondylolisthesis, 
even when the displacement is not extreme, for the 
purpose of relieving stubborn pain and of preventing 
further displacement. Of course, in these conditions 
the removal of parts of the vertebrae would perhaps 
not be necessary. Joun W. BRENNAN, M.D. 


Arthroplasty of the Knee Joint with An Acrylic 
Prosthesis. B6rjE WALLDIUS. Acta orthop. scand., 
1953, 23: Tar. 


The writer described a new operative method for 
arthroplasty of the knee joint with an acrylic pros- 
thesis. The results of the first four operations were 
presented. 

The operative indications lie within the disease 
groups of polyarthritis, arthrosis deformans, and 
sequalae to intra-articular traumatic damage. It is 
evident from the case histories that the patients 
selected for operation had had pronounced poly- 
arthritic changes and had been total invalids. 

For this procedure the author constructed a pros- 
thesis like a hinge joint which was stable forward 
and backward as well as laterally. The height of the 
central part was 38 mm. and represented the total 
length which had to be resected from the condyles 
of the femur and tibia. Three stabilizing pins extend- 
ed from the central portion in each direction; one was 
long and two were short. These were inserted into 
the medullary cavities and the condyles, respective- 
ly. The femoral portion of the prosthesis had a con- 
vex anterior surface, along which the patella moved. 
In addition, it had been made somewhat concave 
in the middle to prevent luxation of the patella 
(Figs. 1 and 2). 

A description of the operative technique is given. 
Case reports are outlined with illustrations. The 
time interval is not sufficiently long to allow a 
definite prognosis. The author recognized the possi- 


Fig. 2. (Walldius) 


bility that a chondromalacic patella may occur if 
there should be a lack of congruence between the 
prosthesis and the patella. The patella extirpation 
can then be performed at a later date. Finally, if 
the plastic operation should be unsuccessful, arthro- 
desis is still possible, although this would result in 
a shortening of the leg. However, this could be offset 
by the use of a special shoe. 

In order to determine the durability of the pros- 
thesis and the amount of wear it had sustained, a 
machine roughly resembling the lower extremity, 
representing the thigh, the knee joint with the pros- 
thesis in position, and the lower leg was constructed. 
After experimentation, it was observed that there 
had not been any change in weight in the various 
parts of the prosthesis, nor any change in the respec- 
tive measurements. Some loosening of the screws 
was noted. C. Frep GOERINGER, M.D. 


Autogenous Bone Transplants in Humans. Lynpon 
A. PEER. Plastic and Reconstr. Surg., 1954, 13: 56. 


This paper is a discussion of the behavior of human 
autogenous bone grafts. The findings are based on 
the results of the author’s experiments on humans 
and a questionnaire answered by a selected group of 
orthopedic, plastic, and neurosurgeons. 

The author was able to secure the co-operation of 
patients having multiple stage operations so that a 
relatively large number of bone grafts were trans- 
planted and removed with full understanding and 
permission of the patient. In this manner, 67 auto- 
genous bone grafts, both with and without perios- 
teum, were transplanted to soft tissue locations and 
removed for microscopic examination at selected in- 
tervals. Twenty autogenous rib, tibial, and iliac 
bone grafts were transplanted in contact with bone 
and later removed and examined. 

It is concluded that: (1) human autogenous rib, 
tibial, and iliac bone grafts, with and without perios- 


















teum, after transplantation into soft tissues become 
absorbed and are replaced by fibrous tissue; (2) hu- 
man autogenous septal, nasal, and turbinate bone 
grafts without periosteum, after transplantation into 
soft tissues retain their calcified matrix and the bone 
cells remain viable up to 5 years. 

Response to the questionnaire resulted in the fol- 
lowing opinions: (a) all surgeons preferred auto- 
genous bone grafts; (b) all were of the opinion that 
periosteum was not needed for the success of the 
graft; (c) some neurosurgeons believed the auto- 
genous skull bone grafts formed bony union while 
others thought only fibrous union resulted; (d) the 
majority believed that the calcified matrix and osteo- 
cytes in the graft were replaced by new ones from the 
host bone and/or surrounding fibrous tissue. 

The author believes, from his experimental work, 
that the cells in autogenous bone grafts in contact 
with bone tend to survive transplantation en masse 
and retain their calcified matrix. Bony union be- 
tween graft and host bone is by callus formation at 
points of contact. 

In areas where absorption of an autogenous bone 
graft is occurring the predominant cell is the fibro- 
blast surrounded by numerous blood vessels. 

Donatp C. Geist, M.D. 


FRACTURES AND DISLOCATIONS 


The Question of Operative or Conservative Treat- 
ment with Plaster Immobilization of the Hand 
for Old Fractures of the Navicular Bone and 
for Pseudarthroses Supplemental to the Work 
of Ritter in Chirurg., 1953, 24: 212 (Zur Frage der 
operativen oder konservativen Faustgipsbehandlung 
des veralteten Kahnbeinbruches und der Pseu- 
darthrose. Zur Arbeit Ritter.) W. DvuEBEN. 
Chirurg, 1954, 25: 63. 

The plaster cast must be applied so as to produce 
total immobilization of all the fingers and the wrist 
joint, and to prevent pronation and supination 
movements of the forearm. The plaster splint is 
applied without padding. All that remains outside 
of the dressing are the tips of the fingers and the nail 
borders (Fig. 1). A volar plaster splint serves as the 
basis for the entire dressing. This splint is of the 
usual thickness (6 windings) and maintains the 
hand in moderate dorsiflexion with the fingers in 
their usual relaxed position. The cast is then com- 
pleted by circular turns of the plaster bandage. 

The immobilization must be maintained until the 
roentgenologic control shows the fracture cleft to be 
largely consolidated, i.e., until the cleft has been 
obliterated by normal bone tissue. In the author’s 
experience this has required from 3 to 4 months on 
the average. The dressing is then replaced by a 
dorsal plaster splint and motion of the fingers is 
permitted. Four weeks later all dressings are re- 
moved; however, heavy work with the hand is still 
prohibited for an additional 4 weeks. There has 
been no need for passive exercises of the hand and 
fingers to forestall stiffening. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Fig. 1 (Dueben). Total hand plaster cast. 


The placing of the hand in any particular posture 
during healing has seemed superfluous in the author’s 
experience; however, if the diastasis between the 
bony fragments is particularly large, the hand may 
be tentatively put up in the position of marked 
radial abduction as proposed by Friedenberg. 

The author believes that all appropriate fractures 
of the navicular bone should be treated with his 
method of total hand encasting. Even in the 
instances in which the clinical signs point to a frac- 
ture, if with roentgenologic examination one is 
not able to demonstrate the hair-fine fracture line, 
the method should be instituted; the fracture line 
will show up better after 8 or 10 days of this treat- 
ment. Of course, if it does not become visible after 
this interval, the treatment may have to be aban- 
doned. This does not mean, however, that there 
will be no cases which remain for surgery. The frac- 
tures which in the author’s opinion are not suitable 
for the conservative method of treatment are those 
with severe secondary changes, particularly those 
with marked incongruity of the corresponding frac- 
ture surfaces, and those with the fracture line located 
in the long axis of the navicular bone. These cases 
are, however, of exceptional occurrence, and, as a 
rule, incurable by surgical means, and even if the 
conservative method when instituted early fails in 
its object, it will still not be too late for surgery. 

Of the 4o fractures treated with the total hand 
plaster cast while the fracture was of recent origin, 
only 1 resulted in failure and in this patient a per- 
sistent edema of the dorsal surface of the hand pre- 
vented the application of the cast for the period of a 
week. Joun W. Brennan, M.D. 


Some Views on the Surgical Treatment of Hallux 
Valgus. H. B. Mycinp. Acta orthop. scand., 1953, 
23: 152. 

The author discusses the usual clinical findings 
and the roentgenographic appearance of subluxation 
of the metatarsal phalangeal joint of the great toe, 
the proximal phalanx being dislocated lateral to 
the joint surface of the capitulum and the lateral 
sesamoid bone being displaced into the interstice 
between the first and second metatarsals. At a 
valgus angle exceeding 35 degrees, the sesamoid 
bone is tilted; the edge is visible in the interstice 
as a narrow, oval shadow. In such a case, the great 
toe turns on its axis in pronation. 

The condition is more common among females— 
a preponderance of 90 per cent—most of whom ac- 
quire the deformity in late childhood. 
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Dislocations of the sesamoid bone may be the 
main etiologic factor in this condition. Because 
of the shoes we wear, weight-bearing is carried out 
with faintly contracted muscles, as the sole is not 
exposed to any irritant from the ground. The 
sesamoid bones do not become properly fixed when 
weight-bearing is relieved, and they are therefore 
more easily dislocated. 

With regard to functional disturbances of the 
fore part of the foot and toes, especially the great 
toe, subluxation is the principal cause of profound 
changes in the movement of the metatarsophalangeal 
joint. Another important feature is the insufficient 
power of flexion in the great toe. Flexion in the 
great toe has been considerably reduced, almost to 
zero, in all the patients examined. The weakening 
occurs as a consequence of the subluxation, and 
the oblique traction exerted by the tendons as a 
result of the valgus position of the toe. The third 
main feature is the abolition of the medial weight- 
supporting segment of the foot. This is an active 
point of support by muscular power, pulling the toe 
and first metatarsal head into plantar flexion. 

Gradually, there will be a tendency to subluxa- 
tion, particularly in the second metatarsophalangeal 
joint, and finally the capitulum will be forced in a 
plantar direction through the joint capsule, always 
medial to the flexor tendon. 

The surgical treatment of hallux valgus is directed 
toward preservation of the mobility of the meta- 
tarsophalangeal joint and correction of the valgus 
position by reducing the subluxation in the meta- 
tarsophalangeal joint. 

The most favored procedure, anatomically as 
well as functionally, is an osteotomy of the first 
metatarsal. The distal end of the bone is cut 
obliquely from the lateral towards the distal and 
medial aspect. The medial part of the distal end is 
cut, while a tip is preserved on the lateral and 
plantar aspect to be fitted into a recess made in the 
dorsomedial part of the opposing surface of the 
capitulum. This corrects the valgus position of the 
toe at the same time that the subluxation in the 
metatarsophalangeal joint is reduced. Simulta- 
neously the bunion disappears, the breadth of the 
fore part of the foot is diminished, and the medial 
point of support is re-established, as the capitulum 
has been shifted towards the plantar aspect. 

The movement of the metatarsophalangeal joint 
is again a hinge movement, and the power of flexion 
has been partially restored so that the toe again 
takes part in the movement of walking with normal 
weight-bearing. C. FrED GOERINGER, M.D. 


Injection of Contrast Medium in the Head of the 
Femur at Intracapsular Fractures of the Neck 
of the Femur. A Method of Studying the Re- 
maining Vascular Supply of Capital Fragments. 
ANDERS Houttu. Acta Soc. med. Upsaliensis, 1953, 
59: 41. 


A method is outlined for the injection of contrast 
medium into the head of the femur as an aid in the 


study of intracapsular fractures of the neck of the 
femur. By this means the remaining vascular supply 
of capital fragments is calculated. It is known that 
the main blood supply to the head of the femur is 
through the ligamentum teres, the superior synovial 
vessels, and the inferior synovial vessels. 

The technique consists of introducing a cannula 
into the femoral head. Then, 3 to 5 ml. of umbradil 
(50 per cent iodine contrast medium in solution) js 
injected. Following this injection, when the veins 
are filled with the contrast medium as shown by 
x-rays, the venogram is considered ‘“‘positive’’; when 
the veins are not filled, the venogram is negative. 

The author presents a summary of 3 cases in which 
examinations were done with use of a contrast me- 
dium, and in which there was an opportunity later 
to investigate the autopsy specimens of the hip joints, 

It is concluded that positive venograms give more 
certain results than negative ones. Positive venog- 
raphy shows that arteries are present in at least the 
same quantity as veins. When venography is nega- 
tive, avascular necrosis of the whole femoral head 
may be expected, and delayed union will be found 
more frequently than among positive venographies, 

This technique has not been used long enough nor 
in a large enough series of cases to determine the 
possibility of establishing an early diagnosis of avas- 
cular necrosis. RICHARD J. BENNETT, JR., M.D. 


Reflections on a Simple Surgical Treatment of 
Recent Malleolar Fractures (Réflexions 4 propos 
d’un traitement chirurgical simple des fractures ré- 
centes de la cheville). A. J. Picaup. Rev. chir. 
orthop., Par., 1953, 39: 570. 


Three hundred unimalleolar or bimalleolar frac- 
tures have been treated at the resorts for winter 
sports (skiing) of Haute Savoie (Sallanches and 
Chamonix) during the past 9 years. Previously, 
fractures (150 cases), whether unimalleolar or bi- 
malleolar, or those with posterior fragments were 
reduced and treated by orthopedic methods. How- 
ever, the skiers are a transient crowd and cannot be 
kept under surveillance for longer than 8 or 10 days 
as a rule. When leaving our service they tend to 
neglect seeking other professional services and the 
consequence is a large number of cases of arthritis or 
arthroses of the ankle joint. In addition, there isa 
definite danger of the fracture site becoming infected 
under a tightly fitting cast, with perhaps the eventual 
necessity of amputation. Gaston Picot (J. Chir., 
1923) reported such an instance in 1923 in the 
Journal of Chirurgie. 

The advent of immediate osteosynthesis has seemed 
to offer a solution for these problems. Of all the 
many methods recommended, however, the author 
has been most attracted to the simplified technique 
proposed by Husseinstein in 1946 and, although 
Husseinstein intended his method to apply only to 
those malleolar fractures complicated by a posterior 
fragment, the author has applied this method in the 
300 fractures of all types on which he is reporting. The 
material comprised 20 malleolar fractures with dis- 
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location and a marginal fragment, 120 bimalleolar 
fractures with the break of the internal malleolus 
consisting of an anterior fragment of small dimen- 
sions, and 60 fractures with diastasis of the peroneal 
malleolus. 

The usual ski fracture of the fibular malleolus has 
been somewhat helicoidal and steeply vertical in 
direction. It is best reduced by taking the heel 
between the thumb and fingers of the hand corres- 
ponding to the injured side and rotating the foot on 
its vertical axis from without inward, that is, in a 
counterclockwise direction. It has been found that 
the best manner of reducing the unimalleolar frac- 
ture with diastasis, and the bimalleolar or trimalleo- 
lar fractures (here the author refers to the complicat- 
ing posterior fragment), even with frank dislocation 
of the foot, is to re-establish the continuity of the 
fibula. In these instances bolting or the screw tech- 
nique is unnecessary; a simple wiring will be suffi- 
cient in every instance in which the break in the 
fibula is sufficiently high to permit this procedure. 
When the fracture is not high enough, or oblique 
enough to permit wiring, metallic osteosynthesis 
is resorted to, either in the form of a simple screw 
placed in the vertical direction, or in the form of a 
medullary infibulation with the V-shaped nail of 
Danis or the radial nail of Rocher. 

Finally, in certain instances with marked displace- 
ment of the medial malleolus, the hooked metal plate 
of Zuelzer has been added to the medial side, always 
with complete success. 

With reference to the posterior fragment, or frac- 
ture of the posterior lip of the distal tibial articular 
surface, the author believes that it can be reduced 
simply by means of the wiring of the fibular malleo- 
lus combined with orthopedic fixation of the tibio- 
tarsal dislocation. In only 2 instances was the fix- 
ation of this fragment with a screw thought neces- 
sary. The operation for this purpose is extremely 
radical and replete with the possibility of grave 
sequelae. The osteosynthesizing material is removed 
at the end of about 2 months. 

Finally, the author feels it incumbent on him to 
mention his experience with trophic or painful 
sequelae. These symptoms have been treated with 
the ultrasonic wave machine. Under this treatment 
the pain and disability have disappeared after 10 
daily seances and the patient has been able to work 
immediately. Joun W. Brennan, M.D. 


ORTHOPEDICS IN GENERAL 


Dupuytren’s Contracture. HERBERT CONWAY. Am. 
J. Surg., 1954; 87: 101. 


Dupuytren was the first to demonstrate the pa- 
thology of the condition now called by his name, and 
the first to describe it in detail in the literature. 
While the contracture may occur as early as the 
second decade of life, it occurs predominantly in the 
older age groups. It is bilateral in a majority of cases 
but more often than not is noted at different time 
intervals in the two hands. Its incidence is estimated 
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at 1 to 2 per cent of the population, and males pre- 
dominate, roughly, 4 males to 1 female. The ring 
finger, the little finger, and the middle finger are 
most often involved and in the order mentioned. It 
is a disease of the Caucasian race. Trauma is pre- 
sumed to be a contributing etiologic factor although 
the condition is found in those who do not use their 
hands in steady manual work. The role of heredity 
in Dupuytren’s contracture is not clear. The inci- 
dence of the disease has been studied in relation to 
many other conditions, notably Peyronie’s disease, 
epilepsy, diabetes, varied disturbances of the central 
nervous system, and many other abnormalities. 

The lesion may vary in severity from a state 
causing only slight inconvenience to the patient to 
one so severe as to render the hand practically use- 
less. The signs of nodular thickening under the skin 
of the palm near the distal palmar crease, cutaneous 
dimpling at the same point, and ischemia of the area 
on extension of the fingers are readily recognizable 
features. Microscopically the characteristic change 
is the proliferation of fibroblasts in the nodules of the 
contracture. It is a chronic inflammatory process 
appearing almost entirely in the skin, connective 
tissue, and subcutaneous tissue. 

The localized nature of the disease classifies it at 
once as most readily corrected by surgery. Trends 
in the surgical treatment have varied from sub- 
cutaneous division of fibrous bands to limited ex- 
cision of the regional disease and finally to complete 
extirpation of the entire palmar fascia. The ana- 
tomic extensions of the fascia down into the inter- 
metacarpal spaces around the digital nerves and 
down over the proximal phalanges must be removed 
if the patient is to be given protection against re- 
currence. Emphasis must be placed upon (1) ex- 
cision of the diseased portion of the aponeurosis; 
(2) the ready sacrifice of skin covering if deprived of 
its normally nutrient dermis; and (3) the replacement 
of that cutaneous defect by free graft or by flaps of 
skin and fat. KENNETH E. SHERMAN, M.D. 


Discussion on Spondylosis. A. C. Boytg and HELEN 
DimsDALe. Proc. R. Soc. M., Lond., 1954, 47: 49. 


The roentgenological finding of osteophytosis of 
the spine has been accepted as an indication of 
osteoarthritis of the spine. Recently this belief has 
been questioned, but there remains a group of con- 
ditions in which osteophytes form on the anterior 
and lateral parts of the vertebral bodies. This is 
spondylosis, and the authors present a discussion of 
the subject, rather general in type. 

In considering the pathology of this condition, 
the normal changes which occur in the intervertebral 
discs must be considered. The formation of osteo- 
phytes results from daily trauma with compression 
of the discs by the vertebral bodies. This causes 
forward protrusion of degenerated components, not 
through the midline but on either side of the anterior 
common ligament laterally. The periosteum of the 
vertebral body is pushed away, new bone formation 
occurs, and osteophytes are formed. 
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The incidence of osteophytosis can be determined 
roentgenologically or by examination of the verte- 
bral column at autopsy. According to roentgen- 
ographic studies, spondylosis occurs in the lumbar 
spine in 53 per cent of females and in 55.2 per cent 
of males. A total of 72.8 per cent of females exam- 
ined, and 62.5 per cent of males revealed spondylosis 
in the dorsal spine. Shore, in a postmortem study 
of spines, stated that the condition is seen frequently 
from the fourth decade on, and that its incidence 
increases rapidly with advancing age. Heredity, 
occupation, and obesity appear to be predisposing 
factors. Distribution of osteophytes follows the 
zenith of the spinal curves. 

Cervical spondylosis has two neurological se- 
quelae: (1) radicular compression due to narrowing 
of the intervertebral foramina and (2) cervical cord 
compression due to disc protrusion into the spinal 
canal. 

Radicular compression results from pressure on 
the spinal roots by the osteophytes, and soft tissue 
swelling of the neurocentral joints. Symptoms arise 
slowly with intermittent aching pain, hyperpares- 
thesias, changes in sensory findings, reduced tendon- 
jerks, and flabbiness of muscles. Adduction of the 
head toward the affected upper extremity is usually 
painful. X-ray changes are present. Improvement 
occurs rapidly with the use of rest, a plastic collar, 
reduction of weight and physiotherapy. 

Cervical cord compression results from projection 
centrally of a posterior bar of fibrocartilage and 
osseous tissue. The posterior longitudinal ligament 
and the dura become thickened and adherent. 
Symptoms are usually slowly progressive. Clumsi- 
ness and tingling in the hands and weakness and 
unsteadiness in the legs occur. Motor signs later 
develop and cutaneous sensory loss may occur. 
Reflexes are increased although reduction may ap- 
pear also. Cerebrospinal fluid may show an increase 
of protein, but a block is rarely present. X-rays of 
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the spine usually show an advanced degree of spon- 
dylosis. Myelography may be necessary, but it js 
usually better to omit it and treat the patient con- 
servatively. Surgical intervention is occasionally 
useful. Generally, rest in bed, a plastic collar for 
three to six months, and attention to the neck and 
shoulder muscles suffice for treatment. 
Donatp C. Gest, M.D, 


Looser-Milkman’s Syndrome. 
chir. gyn. fenn., 1953, 42: 195. 
Milkman, in 1930 and 1934, described a new syn- 
drome, the characteristic sign of which was the 
presence of fracturelike zones of rarefaction in the 
bones, visible on roentgenograms. Other authori- 
ties have verified these findings. No dislocation 
occurs and the surrounding bone is normal. The 
rarefactions are generally multiple and often sym- 
metrical. They are found more often in portions of 
the skeleton which are subjected to strain, such 
as the os pubis and neck of the femur. The ribbon- 
like rarefactions are called Looser’s transformation 
zones. 

Most observers believe that this syndrome is a 
kind of osteomalacia of varying etiology. There 
are no characteristic symptoms except the x-ray 
changes. Indefinite pain in some portion of the bony 
skeleton is a common complaint. The pain is worse 
on motion and is relieved by rest. Calcium-phos- 
phorus values are not regularly altered. Treatment 
with massive doses of vitamin D, together with rest 
and support, are usually effective in causing cure. 

Four cases, which the author believes are illustra- 
tive of this syndrome, are presented. All of these 
responded to the type of treatment described. The 
x-ray findings are shown. 

The author concludes that it is important to 
consider the Looser-Milkman syndrome in patients 
with indefinite, poorly explained skeletal pain. 

Dona.p C. Geist, M.D. 


O. BistrOm. Ann, 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Technique and Results of Phleboextraction or In- 
traluminary Saphenous Vein Stripping (Téc- 
nica y resultados de la fleboextraccién). M. Zatp- 
MAN, D. L. VILANovA, and V. F. Pataro. Angiologia, 
1954, 6: 29. 

The authors report on the instruments and tech- 
nique used in, and the results obtained from, 1,219 
stripping operations performed on incompetent 
saphenous veins. This material was collected at the 
service of R. Finochietto at the Rawson Hospital in 
Buenos Aires. The technique and armamentarium 
are modifications of those used everywhere. 

The results obtained have, on the whole, been 
eminently satisfactory. The problems incident to the 
varicosed internal saphenous vein and its collaterals 
were solved in 100 per cent of the cases. The same 
good results were procured for the external saphenous 
vein and its collaterals, also in 100 per cent of the 
cases. The method does not solve the problem of the 
insufficient independent venae communicantes which 
should be treated separately. The operation does not 
take care of the tortuous portions of the vein, nor of 
the varicose complexes. The method cannot be ap- 
plied to veins without lumina (postthrombophlebitic 
obliteration of the vein and in veins obliterated by 
injection treatments); that is, the method is ap- 
plicable in 100 per cent of patients with essential 
varices and in 70 per cent of patients with chronic 
venous insufficiency of the inferior extremity, in 
whom the essentially varicosed veins are combined 
with a postphlebitic syndrome. 

In 70 per cent of the essential varices satisfactory 
results were obtained with the stripping operation 
alone; in the remaining 30 per cent further operative 
procedures were required (investigation of the venae 
perforantes; extirpation of bundles of varicosities). 
Satisfactory results were obtained with the strip- 
ping operation alone in 30 per cent of the postphlebitic 
conditions; 70 per cent required further procedures 
(ligation of the deep veins; resection of ulcers and 
subsequent skin grafting; sympathectomies). There 
were no deaths. Under the postoperative support 
with elastic bandages and immediate mobilization 
of the patient, the resulting ecchymoses were all 
resorbed spontaneously. The small subcutaneous 
hematomas, usually developing at the level of the 
inferior third of the lower leg, occurred in 10 per 
cent of the cases, and resorbed without further 
trouble. There were no cases with postoperative 
hemorrhage. The infections encountered were not 
serious and not more frequent than in any other 
type of surgery. Thrombosis of the deep veins oc- 
curred in only 2 instances; the 2 patients were ap- 
prehensive individuals who refused mobilization 
(ambulation) and persisted in bed rest. There was 
no Instance of embolism. 


The authors believe that the eminently satisfactory 
results can be ascribed to the systematic use of local 
anesthesia, permitting of immediate ambulation on 
the part of the patient without hospitalization, and 
in the use of the elastic dressing enveloping the 
entire extremity. John W. BRENNAN, M.D. 


Atherosclerotic Popliteal Aneurysm in a Man 35 
Years Old. Report of a Case. Ray W. Girrorp, 
Jr., THomas W. Parkin, and JosepH M. JANES. 
Circulation, 1954, 9: 363. 

The authors report a case in which a 35 year old 
man had an atherosclerotic aneurysm of the popli- 
teal artery. As far as they could determine, this 
patient is the youngest one on record in whom this 
diagnosis has been confirmed by the pathologist. 

The importance of the physical examination in the 
diagnosis of popliteal aneurysms was emphasized 
and a plea was made for routine surgical treatment 
of these aneurysms because of the poor prognosis 
without treatment. 


Observations on the Growth of Aortic Anastomoses 
in Puppies: Comparative Effects of Silk and 
Catgut Sutures on the Growth of Vascular 
Anastomoses. Exvtiott S. Hurwitt and STANLEY 
F. ALTMAN. Angiology, 1954, 5: 27. 


Although the use of fine silk as the suture material 
of choice in vascular surgery has enjoyed general 
acceptance, a recent challenge to this concept has 
developed because of the necessity for performing 
cardiovascular surgery on infants and young 
children wherein anastomotic sites are expected to 
increase in size commensurate with the growth of the 
child. The current refinements in the processing of 
fine sizes of medium chromic catgut raise the ques- 
tion of whether an absorbable suture material might 
be preferable, in terms of subsequent growth, to 
the nonabsorbable silk. In order to make this evalua- 
tion, the abdominal aortas of a series of 27 puppies 
were divided and continuity was restored with 
interrupted sutures of #ooooo silk in one group and 
#ooooo medium chromic catgut in the other group. 
Of these, 9 survived through the period of growth to 
adult size with patent anastomoses; 3 were con- 
structed with silk and 5 with catgut. The remainder 
were lost as a result of the hazards of living in a 
laboratory-transient colony of mongrel dogs. 

Two dogs with anastomoses occluded by throm- 
bosis were permitted to survive for prolonged periods, 
to explore the possibilities of recanalization or of 
increasing in size at the suture line. Neither of these 
phenomena were observed further. 

Growth of the anastomosis was studied during 
prolonged survival periods by means of repeated 
aortography, direct measurements, and gross micro- 
scopic examination at autopsy. Although it ap- 
peared more desirable to use everting mattress 
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sutures, these took up so much of the lumen that it 
was subsequently decided to use interrupted through- 
and-through sutures. It was believed, however, 
that in vessels sufficiently large to accommodate 
mattress sutures, it would seem as though the use of 
interrupted mattress sutures would provide the 
combination of maximum strength and optimum 
growth potential. The use of fine chromic catgut re- 
sulted in anastomoses which grew as well and pre- 
sented as bland a gross and microscopic appearance 
as did those constructed with the more conventional 
fine silk. The persistence of grossly visualized intact 
strands of catgut in aortic suture lines was noted 
after prolonged survival periods, and this was not in 
conformity with previous reports. It suggests that 
the “absorption” of fine catgut in the walls of blood 
vessels may require a considerably longer period of 
time than in other tissues or under other conditions. 
A similar persistence of catgut has also been noted in 
a series of experimental intra-abdominal arterial 
anastomoses. 

A collected table of operations for coarctation in 
infancy (involving 7 children) apparently compli- 
cated by cardiac enlargment and decompensation, is 
reported as representing an outstanding clinical 
example of the need for anastomoses capable of in- 
creasing in size with the growth of the child. The 
reported cases in the first 2 years of life indicate a 
choice of interrupted sutures in one form or another 
by the use of silk in 4, whereas Deterling has used 
catgut in 3 patients. On the basis of the experimental 
data, adequate growth may occur in each of these as 
suture lines. LERoy J. KLEInsAssER, M.D. 


Use of Controlled Hypotension in Surgery of the 
Large Blood Vessels. Wit.t1aAm W. L. GLENN, L. 
JENNINGS HAMPTON, and ALLAN N. Goopyver. Arch. 
Surg., 1954, 68: 1. 


Controlled hypotension has been used extensively 
as a means of producing a relatively avascular field 
for surgical procedures. Three general methods of 
producing hypotension have been employed: arteriot- 
omy, total sympathetic blockage by high spinal 
anesthesia, and ganglionic blockade. The last is 
the more physiologically sound and one of the most 
widely used. Until recently hexamethonium com- 
pounds have been employed, but these had the dis- 
advantage of too prolonged vasodilatation. Re- 
cently the use of a shorter acting drug, a thiophani- 
um derivative, RO2-2222 (arfonad), has been 
reported. 

The authors have employed controlled hypo- 
tension in 7 patients undergoing surgery for closure 
of patent ductus arteriosus, and in 1 patient under- 
going resection of an aneurysm of the ascending 
aorta. Hypotension was produced in 7 of these 
cases by a constant intravenous infusion of arfonad 
in 0.1 per cent solution in 5 per cent dextrose in 
water. 

It would appear, from the authors’ experience, 
that controlled hypotension as an aid to large blood 
vessel surgery is a logical procedure which provides 
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an appreciable decrease in size and easy compres. 
sibility of the aorta with only moderate reduction 
in the aortic pressure. The use of a short-acting 
vasopressor substance is recommended, particu. 
larly in instances in which a sudden hemorrhage 
may occur and when suture lines must be tested 
at normotensive levels. 

Ear W. CavuLpwELt, M.D, 


BLOOD; TRANSFUSION 


A Heparin-Retarded Plasma Clotting Test. Survey 
of Previous Work. L. Potter. Angiology, 1954, ¢: 
2I. 


Waugh and Ruddick were the first to use heparin 
as an inhibitor of coagulation in an endeavor to 
discover a clotting test sensitive enough to be of 
value in the detection of the “thrombotic state” (the 
Lee and White method having proved not sensitive 
enough for this or, in later years, the control of 
anticoagulant therapy). 

The present report describes a simplified single 
tube test employing the Silverman principle. A 
combination of plasma, calcium, and heparin has 
been used which gives an average normal coagulation 
time of about 9 minutes as contrasted with 1 to2 
hours for the original heparin tolerance tests. The 
short duration of the test also minimizes the spon- 
taneous changes in the clotting factors which occur 
in vitro, and which must have affected the accuracy 
of the longer procedures. The amount of blood 


needed is small, the same 5 ml. sample sufficing also 
for prothrombin estimations, if required. Where 
several tests are to be performed on different pa- 


tients they may be done simultaneously by this 
method. 

A normal range was established (between 64 and 
13 min.) in 100 normal healthy adults. Forty pa- 
tients who had had a variety of common operations 
were followed. There appeared to be a definite 
acceleration of clotting in the first postoperative 
week and this lasted for a variable period. Most of 
the individual curves showed a definite sharp reduc- 
tion of the clotting time in the first postoperative 
week and in about half the cases there was a fall 
below the minimum normal clotting time, without 
evidence of thrombosis. In the remaining 20 pa- 
tients, readings were performed before operation and 
on the fifth postoperative day. Of these subjects, 12 
showed a definite acceleration of clotting on the 
fifth day. 

In a larger series of cases, with a greater variety 
of operative procedures, 52 of 65 patients with 
recent thromboembolic disease had results below 
the normal minimum, and in several others accelera- 
tion of clotting developed during the first week. It 
is an interesting fact that a fair proportion of the 
postoperative cases as well as a small proportion of 
cases with foci of infection showed acceleration of 
clotting without evidence of thrombosis, thus dem- 
onstrating the importance of the vascular factors 
in thrombosis. 
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The value of the test as an adjunct to prothrombin 
estimations in the control of anticoagulant therapy 
is discussed and results are compared with an un- 
treated control series. 

LeRoy J. KLEINsASSER, M.D. 


Erythrocyte Preservation. The Relation of the 

” Storage Lesion to In Vivo Erythrocyte Sene- 

scence. A Study of Extra-Erythrocyte Factors 

in the Storage of Blood in Acid-Citrate- 

Dextrose. The Reversibility of the Storage 

Lesion. BEVERLY Wescott GABRIO, ALEXANDER 

R. STEVENS, JR., CLEMENT A. FincH, WILBUR LINDE, 

and ALIcE RuPEN. J. Clin. Invest., 1954, 33: 242, 247, 
252. 

The authors undertook a study of the storage 
lesion in erythrocytes kept in an acid-citrate-dextrose 
(ACD) preservative at 4 to 7° C. These cells under- 
go morphological and biochemical changes including 
alteration in shape, associated with an increase in 
§ osmotic and mechanical fragilities, and decrease in 
the glycolyte rate and organic phosphate compounds. 
Inorganic phosphate is increased, and the differential 
between cell potassium and sodium is decreased. 
These altered cells, when transfused to a recipient, 
are destroyed in an amount dependent upon the 
duration of the storage. Thus, cells stored for 3 
weeks in ACD havea viability of 85 per cent, and for 
4 weeks, a viability of about 60 per cent. 

The present study was done to determine whether 
storage changes were related to a normal or ac- 
celerated aging process, or to cell damage due to in 
vitro storage conditions. Dog and rabbit red cells 
were studied in vivo with particular attention to the 
aging process and in comparison with the storage 
lesion. An erythrocyte population of uniform age 
was prepared and studied morphologically and 
chemically, and by tagging them with Fe® or Fe®. 
The conclusions drawn from these experiments indi- 
cate that the changes occurring in the red cells dur- 
ing storage are not found during aging in vivo and 
that the young erythrocyte is more susceptible to the 
storage lesion than the older cell. 

The role of the extra-erythrocytic environment in 
the production of the storage lesion was next investi- 
gated, and no evidence was found of a deleterious 
effect of citrate, plasma, leucocytes, reticulocytes, or 
hemolysates. There was, however, a remarkable 
consistency in the appearance of the chemical 
changes and in the loss of viability of the red cells. 
It would appear that when blood is stored at o-4° C. in 
ACD, the storage lesion in the erythrocyte bears 
little relation to its surrounding medium. The pro- 
gressive morphological and biochemical alterations 
which developed in vitro storage are probably the 
result of a primary metabolic failure. To determine 
whether the storage lesion was reversible, experi- 
ments were conducted in rabbits and man and it was 
found that when the stored erythrocytes are re- 
placed in active circulation, the changes due to 
storage can be rapidly reversed, depending upon the 
duration of the storage. Certain red cells become 
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nonviable and leave the circulation rapidly. With 
ACD preservative, this destructive phase is usually 
complete within 24 to 48 hours and thereafter cell 
destruction proceeds at a more normal rate. It was 
further demonstrated that the cell, after the rapid 
reversal of storage changes to normal, is able to 
withstand further storage as well as would fresh 
blood. In vitro studies thus far have not produced 
the reversal demonstrated in vivo. 
ALBERT M. Scuwartz, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


The Lymphatic Circulation in Lymphedema. J.B. 
KINMONTH and G. W. Taytor. Ann. Surg., 1954, 
139: 129. 

Patients with idiopathic lymphedema of the lower 
limbs have been studied by methods. which included 
exploratory lymphangiography with patent blue dye, 
tissue fluid analysis, and tracer tests with radiopro- 
tein. 

The evidence from these studies has shown that 
large, dilated, incompetent lymphatics exist in the 
limbs of patients with lymphedema. Tissue fluid 
analysis and marked protein tracer studies have 
confirmed the fact that the lymphatic circulation is 
extremely sluggish in the swollen areas. No evidence 
of any anatomical obstruction in the lymph vessels 
was ever found. 

The operation which the author finds most useful 
has been a superficial lymphangiectomy in which the 
edematous subcutaneous tissue is excised and the 
muscles are covered by free skin grafts. 

Ery Ex.iott Lazarus, M.D. 


A Case of Ulcerating Hodgkins Disease. 
Evans. Brit. M. J., 1954, 1: 136. 


ee G. 


The ulcerative form of Hodgkin’s disease is so 
rare and so difficult to diagnose that the report of a 
case is indicated. Grosz, in 1906, was the first to 
report an ulcerative lesion in the disease. In the 
following 21 years only 26 cases were recorded in the 
literature. 

In the case presented herewith, the ulcer appeared 
before obvious glandular involvement. A differen- 
tial diagnosis must be made from gumma, epi- 
thelioma, sarcoma, tuberculosis, and mycosis fun- 
goides. 

The ulceration occurs in three different forms: (1) 
small nodules in the skin with ulceration of limited 
extent, (2) extensive ulceration developing in the 
skin from underlying involvement of the lymph 
nodes, bones, and other tissues, and (3) extensive 
ulceration of large infiltrations in the skin without 
involvement of the underlying structures. 

Involvement of the neck, thorax, and axillary 
regions is most common. Usually the ulcer is deep 
with an uneven floor, covered with purulent necrotic 
material or easily bleeding granulation tissue. The 
diagnosis is usually made by biopsy and is dependent 
on demonstration of the Dorothy Reed or Sternberg 
cell. KENNETH E. SHERMAN, M.D. 
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Fig. 1 (Bencini, Bellinazzo). Illustration of techniques. 


MISCELLANEOUS 


Experimental Contributions to the Study of Ar- 
terial Homografts (Contributo sperimentale allo 
studio dei trapianti arteriosi omoplastici). A. 
BencinI and P. BELtinaAzzo. Arch. ital. chir., 1953, 
76: 439. 

The authors have carried out an extensive series 
of surgical maneuvers in dogs in an attempt to eluci- 
date the role of various factors in achieving successful 
arterial homografts. 

It was felt that there were three main factors to be 
studied: (1) the role of the recipient arterial stumps, 
(2) the intraluminal blood flow, and (3) the soft 
tissues surrounding the graft. 

By means of various technical maneuvers (Fig. 1) 
the authors were able to evaluate the role of each of 
these factors individually. 


They found that insertion of a single homograft or 
multiple homografts by themselves made no dif- 
ference in the excellent results and thought that the 
recipient arterial stumps did not contribute signif- 
cantly to the nourishment and the viability of the 
graft. 

They found that when the graft was isolated from 
the surrounding soft tissues by a polythene bag fail- 
ure always supervened. 

Interruption of the blood flow through the site of 
the graft resulted in failure of the usual endothelial 
replacement. 

The authors conclude that the soft tissues sur- 
rounding an arterial graft are of the utmost impor- 
tance to the nutritional and reproductive processes 
which lead to a successful outcome, and they empha- 
size the importance of this principle in executing 
arterial homografts. GeorcE L. Narot, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Surgical Treatment of Skin Cancer. Jor M. PARKER. 
Am. Surgeon, 1954, 20: 22. 


The author presents the advantages of surgery 
over equally competently administered radiotherapy 
in the treatment of squamous cell or basal cell 
carcinoma of the skin. As in cancer of all types, 
complete eradication of the tumor and prevention 
of recurrence is the primary objective and the first 
concern. Irradiation and surgery are now considered 
the two principal methods for combating cancer of 
the skin. 

Prior to the initiation of cancer surgery, ad- 
vanced or radioresistant cancers signaled ultimate 
and early death of the patient. With more aggres- 
sive surgical management, many of these patients 
are now being salvaged. When surgical excision 
and irradiation are considered equally effective in 
the destruction of the cancer, and the professional 
skill of the therapist is equally competent, the 
preference should be given to the method which 
produces the best cosmetic result. It is unquestion- 
able that irradiation offers the best cosmetic result 
in the treatment of uncomplicated cancers of the 
face. Surgery finds its principal use in the treatment 
of recurrent, residual, or complicated skin cancers 
and cancer on unexposed areas of the skin, irrespec- 
tive of the cosmetic effect. 

The advantages of surgical excision of skin cancer 
are divided into three groups of decreasing impor- 
tance as listed: 

I. Absolute indications or definite advantages: 
1. Radioresistant lesions 
2. Cancers invading supporting structures 
3. Extension into orifices 
4. Cancers developing in radiation burns 
5. Cancers arising in thermal burns 
6. Metastatic cancer 
7. Malignant melanomas 
. Relative superior advantages: 
1. Cancers in locations permitting en bloc 
excision of primary lesions and metastases 
2. Cancers on unexposed areas 
3. Cancers over areas with poor tumor bed 
4. Cancers developing within thin skin 
5. Precancerous lesions 
. Contingent or incidental 
surgical excision: 
1. Rapidity of healing 
2. Small cancers of face may leave negligible 
scars 
Rapid abolition of primary tumor 
Removal of primary lesion may aid dif- 
ferentiation of lymphadenopathy 
Sampling of borders in large lesions may 
influence further therapy 


advantages of 


6. Material available on all skin lesions for 
microscopic study 
7. Loss of time is minimal 
8. Visits reduced to minimum 
These specific instances in which surgical treat- 
ment is advantageous over irradiation will undoubt- 
edly help formulate a standard basis for the selection 
of surgery over radiotherapy in ‘the treatment of 
any specific type of skin cancer. 
Joun E. Karasin, M.D. 


Cardiac Arrest. Max S. Sapove, Gorpon M. Wyant, 
ORMOND C. JULIAN, and WitttAm S. Dye. Am. 
Surgeon, 1954, 20: 5. 

An excellent presentation of cardiac arrest is pre- 
sented with a discussion of the etiological factors, 
prevention, and treatment of the condition. In the 
institution of the authors the occurrence of this con- 
dition is approximately o.1 per cent of all operations. 
The importance of immediate diagnosis and imme- 
diate action is emphasized, as is the importance of 
preparedness of the entire personnel of the operating 
room to cope with the situation when it occurs. The 
following table illustrates the etiological factors oc- 
curring in cardiac arrest: 

I. Background factors: 
1. Degenerative heart disease. 
2. Vascular heart disease. 

II. Precipitating factors: 

1. Hypoxia and/or hypercardia, (a) shock, 
(b) obstruction to respiration, and (c) de- 
pressed and ineffective respiration and cir- 
culation. 

Hypercardia: soda lime exhaustion. 
Reflexes: (a) failure to block, (b) light 
anesthesia, and (c) trauma to viscera. - 

4. Acute myocardial failure: (a) shock, (b) 
coronary accidents, (c) deep anesthesia. 

5. Mechanical factors: (a) inflow and outflow 
obstruction, acute and gradual. 

It has been pointed out that complete hypoxia of 
approximately 3 minutes is the maximum time for 
resuscitation without permanent damage to the 
brain. With so little time available between the oc- 
currence of cardiac arrest and permanent damage, it 
is very important to institute preventative measures 
to minimize the incidence of cardiac arrest. 

The prevention of cardiac arrest is by far more im- 
portant than its treatment. It is very important to 
prepare any patient efficiently preoperatively and be 
judicious in the choice of anesthesia and the gentle- 
ness of the operative procedure in order to minimize 
cardiac arrest. The surgeon should at all times dur- 
ing the surgical procedure be informed of the condi- 
tion of his patient. 

In the diagnosis of cardiac arrest the imperceptible 
peripheral pulse, although not absolutely diagnostic 
of arrest, is sufficiently significant as to warrant such 
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a tentative diagnosis until proved otherwise. As 
soon as a diagnosis of cardiac arrest is made, the 
treatment will consist of two distinctly different 
phases. The first phase allows no delay in the resto- 
ration of the oxygen transport system by means of 
artificial respiration and manual systole. This 
should be done within 3 minutes of arrest, or at least 
within 2 minutes of making the diagnosis. The sec- 
ond phase is one of re-establishment of spontaneous 
cardiac activity. 

The following suggestions of procedure at the in- 
stant cardiac arrest is suspected or has occurred 
should be followed: 

PHASE I. 

1. One person takes charge and remains in charge 
of treatment throughout the period of resuscitation. 

2. Anesthetic agents are discontinued and oxygen 
is administered in a flow of 10 to 20 liters per minute 
in order to wash out anesthetic agents and carbon 
dioxide. An endotracheal tube should be in place. 
As soon as possible a Levine or similar tube should be 
passed into the stomach to empty it of air and oxy- 
gen, but it must not be allowed to interfere with arti- 
ficial respiration. 

3. Some person in the operating room must call 
out the time every 15 seconds, and report every 
minute how much time has passed. This count be- 
gins the instant when evidence of circulation can no 
longer be found. 

4. Any factors that have contributed to the car- 
diac arrest are immediately discontinued. 

5. The operating table may be tilted 5 to 7 de- 
grees head-down position to facilitate the arterial 
blood flow to the brain and venous return to the 
heart. 

6. If the abdomen is open, the surgeon may pass 
his hand over the left lobe of the liver and feel the 
heart action. On occasions the mechanical stimula- 
tion of the ventricle may be enough to re-start the 
heart. 

With the diagnosis of cardiac arrest definitely 
made, no time is lost in entering the thoracic cavity to 
restore the oxygen transport system to the vital or- 
gans, particularly the brain. Upon entering the 
thoracic cavity through an anterolateral incision 
over the fifth or sixth rib on the left side just lateral 
to the internal mammary muscles, one introduces the 
hand, and the diagnosis of standstill or of ventricular 
fibrillation is made. Manual compression of the 
heart is immediately begun. 

The following suggestions may be life-saving: 

Don’t wait for an electrocardiogram. 

Don’t needle the heart. 

Don’t give analeptics. 

Don’t compress the chest or dilate the rectum. 

Don’t give intra-arterial transfusions. 

Don’t give epinephrine during this phase of re- 
suscitation. 

Don’t give digitalis. 

Puase IT. 

This phase of resuscitation is concerned with the 
re-establishment of cardiac automaticity. It is 
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necessary usually to have more than one person 
ready to carry on manual systole of the heart effi- 
ciently. A rate of approximately 70 per minute is 
optimal. , 

The conduct of the second phase will depend upon 
whether the heart is in ventricular fibrillation, and 
whether standstill has occurred. The state of fibrilla-. 
tion must be converted into standstill for two rea- 
sons. Fibrillation exhausts the meager oxygen sup- 
ply to the myocardium and thus increases hypoxia of 
the heart muscle, making it less efficient. Effective 
manual systole with adequate oxygenation of the 
vital organs is impaired in the presence of fibrillation; 
hence defibrillation is a matter of urgency. The 
various ways and means available to defibrillate a 
heart are as follows: procaine is first administered; 
20 c.c. of 1 per cent procaine is injected into one of 
the large arm veins, or a large intrathoracic vein is 
injected. If fibrillation persists, the injection may be 
repeated a number of times after an interval of 1 to 2 
minutes. If procaine therapy fails, an electrical de- 
fibrillator must be used. 

In the arrested heart, which has not been fibrillat- 
ing and which has not been allowed to be unduly 
hypoxic, manual systole alone may suffice to restore 
spontaneous cardiac activity. The heart in arrest is 
a depressed heart and procaine alone is therefore 
contraindicated as is epinephrine in the hyperirrita- 
ble, fibrillating heart. 

If the heart fails to respond to this therapy, an at- 
tempt may be made to restart it by using the elec- 
tric defibrillator. Calcium chloride, 2 to 10 c.c. of a 
10 per cent solution injected into the left ventricle, is 
frequently of value in initiating cardiac rhythm, or 
in reinforcing the beat if it appears to be weak. After 
the heart has been started, a period of at least 10 
minutes should be allowed to elapse during which 
time the heart can be observed before the chest is 
closed. The patient is further observed after clo- 
sure of the chest and is not moved from the operating 
room until it is quite certain that movement will not 
be harmful. 

The after-care of these patients is considered under 
three headings: 

1. Adequate respiratory exchange must be main- 
tained, either by artificial means or by mechanical 
devices. 

2. Cardiac glucosides are to be given to improve 
circulatory function. 2 

3. Supportive measures including adequate nutri- 
tion by tube or intravenous feedings are used as 
necessary. 

The success of coping with cardiac arrest will de- 
pend upon immediate diagnosis and immediate 
action. Joun E. Karas, M.D. 


Treatment with Cumarin Derivatives (Zur Be- 
handlung mit Kumarinpraeparaten). E. KAuTzscH. 
Deut. med. Wschr., 1954, 79: 217. 


After a review of the historical and pertinent data 
concerning treatment with coumarin derivatives, 40 
cases are presented. A preparation, marcumar 3-(1 
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phenyl-propyl)-4-oxycoumarin, was used for the in- 
vestigation under customary indications and contra- 
indications. 

1. The effect of marcumar on blood clotting was 
confirmed in this series as it was tested and proved 
in animal experiments previously. 

2, Contrary to other preparations, marcumar is 
better tolerated subjectively, its effective dosage 
being lower. There is total absence of objectionable 
reactions upon the capillary system. 

3. Regulatory steering of the dosage is easier. 

4. It is of paramount importance to check and 
supervise the coagulation of the blood at frequent 
intervals (coagulation index). 

5. Vitamin K, (konakion) is a far superior anti- 
dote than plain vitamin K for combating dangers 
that may occur while coumarin derivatives are be- 
ing used. Orto Weiss, M.D. 


Intravenous Infusion of Coconut Water. BEN 


EIseMAN. Arch. Surg., 1954, 68: 167. 


Preliminary animal studies of intravenously ad- 
ministered coconut water were carried out in Bang- 
kok, in Thailand, and in St. Louis. Intravenous 
administration was at a rate of approximately 6 to 
10 ml. a minute. Neither plasma nor urine showed 
evidence of free hemoglobin, indicating that hemoly- 
sis did not occur. 

The water is obtained by cutting back the husk 
at the stalk end of the green coconut, exposing the 
soft white meaty “eye” which runs from the stalk 
through the husk, penetrates the shell of the nut, 
and leads through the endosperm into the fluid- 
filled center of the fruit. The cut surface of the 
eye and husk are sterilized with alcohol and the 
coconut water is aseptically withdrawn by inserting 
a large bore sterile cannula or needle through the 
eye into the fluid. Since the fluid is hermetically 
sealed, it is necessary to establish an air vent by 
passing a sterile needle through a portion of the eye 
adjacent to the drainage cannula. The coconut 
water is then filtered through a single sterile sur- 
gical gauze resting in a glass funnel and is collected 
in a blood donor bottle. This filtration makes 
certain that no particles of endosperm or coconut 
meat are drained off with the fluid. 

Twenty-one patients have received a total of 26 
infusions of coconut water with a low fat content. 
The volume of each infusion has varied from 300 to 
550 ml. In each case the material is given slowly 
for the first 3 or 4 minutes, to be sure that the 
patient is not sensitive to coconut water. As soon 
as the patient was shown to tolerate the infusion, 
the faster rate was employed. After infusion, re- 
gardless of the rate, or size of vein, no evidence 
of thrombophlebitis or thrombosis was found. 

Fresh coconut water has been found to be a 
sterile pyrogen-free fluid containing between 2.5 
and 5.9 gm. per 100 c.c. of fructose and glucose. 
Its electrolyte content is largely potassium, mag- 
nesium, calcium chloride, and phosphate in hypo- 
tonic concentrations. The protein content, however, 
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is low, varying between 40 to 250 mgm. per 100 
c.c. There was no evidence of serious reaction 
in any of the 21 patients receiving coconut water 
intravenously. STEPHEN A. ZIEMAN, M.D. 


Studies on the Viability of Mammalian Skin Auto- 
grafts After Storage at Different Temperatures. 
F. J. Pepper. Brit. J. Plast. Surg., 1954, 6: 250. 


Carefully controlled experiments were done to 
determine the effect of varying degrees of cold (0° 
to 37° C.) and varying periods of storage at these 
temperatures on the viability of full-thickness skin 
autografts. 

From a consideration of the results, it was sug- 
gested that the “take” of thick autografts of skin 
might be facilitated by maintaining the surface of 
the graft at a temperature of 30° C. This might be 
done by incorporating a rubber bag in the dressing 
and keeping constant temperature flow through it. 

Eart H. Krasunpe, M.D. 


The Early Circulation in Skin Grafts with a Con- 
sideration of Methods to Encourage Their Sur- 
vival. WitrreD Hynes. Brit. J. Plast. Surg., 1954, 
6: 257. 

An explanation of the often taken-for-granted suc- 
cess of “takes” of skin grafts is offered. Microscopic 
examination of a freshly cut skin graft, whether 
split or full-thickness, shows collapsed blood vessels, 
either empty or with an occasional red blood cell. 
Postage stamp grafts, 9 in number, were placed on a 
healthy granulating area and were removed at 
regular intervals for 48 hours. The application of 
such grafts caused an effusion of clear fluid from 
the granulation which deposited a light fibrin clot. 
For 12 hours, the microscopic sections of the indi- 
vidual grafts of postage-stamp size, removed 
periodically, were unchanged. After 20 hours a skin 
graft showed many of its blood vessels dilated but not 
containing red blood cells. A 24-hour graft showed 
vessels of normal size and the pressure of many 
red blood cells, even though removal of the graft 
from the granulations produced no oozing of the 
capillaries, indicating that they had reached the 
defect of the graft. All grafts removed later showed 
distended vessels packed with red blood cells. It 
would appear, therefore, that within 24 hours a 
primitive circulation of fibrinogen-free fluid takes 
place between the surface of the defect and the 
substance of the overlying graft through the medium 
of the vessels of the graft. 

A practical application of these findings is sug- 
gested. To insure “take” of a skin graft on a defect 
with a poor blood supply, two factors should be con- 
sidered: (1) to encourage the flow of nutrient fluid 
from the surface of the wound, only the lightest of 
pressure dressings should be used, or none at all; 
and (2) “loading” the skin graft by suturing it back 
to its donor site for 24 hours, allowing its vessels to 
become distended with red blood cells before placing 
it on an area of poor vascularity. 

Ear H. Kiasunpe, M.D. 
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Postoperative Mortality in the Aged. Max S. SApovE, 
Myron J. Levin, and Ricnarp A. Jones. J. Am. 
Geriat. Soc., 1954, 2: 130. 

A statistical study of postoperative mortality in 
the aged is presented. The material used was taken 
from case records of 60 patients who expired follow- 
ing operative procedures. A total of 934 patients 
over the age of 60 were operated upon, which repre- 
sented 10 per cent of the total number of patients 
operated on during the year at the Veterans Hospital 
in Hines, Illinois. In this series of cases the overall 
surgical death rate was only 3.4 per cent. 

In the series of almost 1,000 men over the age of 
60 who were operated upon, death in 32 was related 
to surgery. These men underwent all types of oper- 
ations, varying from biopsy to such major procedures 
as esophagojejunostomy and splenectomy, total gas- 
trectomy, and partial esophagectomy. In another 
study of 260 patients over the age of 65, the statistics 
showed 15 deaths related to surgery, making a mor- 
tality rate of 5.6 per cent. 

The causes of postoperative death in older patients 
varied considerably. Overwhelming infection, vas- 
cular accidents, and hemorrhage accounted for the 
majority of deaths associated with operation, where- 
as cancer and vascular disease were the causative 
factors in the nonoperative deaths. Deaths related 
to surgery occurred most frequently in the first 2 
weeks following operation, whereas deaths which 
were only incidentally associated with surgery 
showed no time relationship. 

In the geriatric group of patients there is a pre- 
ponderance of operations for malignant changes and 
for obstructive urinary phenomena, whereas in the 


younger group elective operations predominate. It 
was the opinion of the authors that the geriatric 
patient need not be considered an increased surgical 


risk. Joun E. Karasin, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Anemia of Thermal Injury. Erythropoiesis 
and Hemoglobin Metabolism Studied with N"- 
Glycine in Dog and Man. G. Watson JAMEs, 
Lynn D. Assott, Jr., JAMES W. Brooks, and 
Everett I. Evans. J. Clin. Invest., 1954, 33: 150. 


In a man, after a third degree burn of about 16 
per cent, there was evidence of depression of hemo- 
globin formation when estimated by the extent of 
incorporation of heavy nitrogen from orally fed 
N1s-glycine into heme. The life span of the cells 
formed during injury was estimated to be about 
126 days. The isotopically labelled fecal stercobilin 
excreted by this man demonstrated maximum de- 
struction of tagged erythrocytes at about 120 days. 

Free erythrocyte protoporphyrin, and serum iron 
and copper followed a characteristic pattern in the 
burned man, the significance of which is unknown. 
Serial studies are presented for the complete phase 
after thermal injury and during recovery. 

Ery Exxiotrr Lazarus, M.D. 
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The Prevention and Treatment of Infection in 
Burns by Dibrompropamidine. G. P. Arpzy, 
Brit. J. Plast. Surg., 1954, 6: 292. 

The search for a substance which will control 
gram-negative infections as well as gram-positive 
organisms in burns continues. Such a compound 
should remain active in the presence of pus for sey- 
eral days and should have no local or general effects 
upon the patient. Dibrompropamidine (M & B 
1270) seems to be a drug which meets these specifica- 
tions. Since the preliminary encouraging reports in 
1940, further trial in a large series of cases has been 
carried out. 

A resume of the treatment of 115 burn cases with 
dibrompropamidine is presented. After a thorough 
analysis, the following conclusions were drawn: 

1. The value of M & B 1270 as a local application 
to burns for controlling infection has been investi- 
gated. The results do not show any definite superi- 
ority of M & B 1270 over penicillin. Thirteen per 
cent of patients acquired a streptococcal infection. 

2. M & B 1270 failed to eliminate or prevent 
pyogenic gram-negative infections. No one prepara- 
tion is best for all burns—a variety must be used 
according to the clinical and bacteriological findings, 

. M &B 1270 formed a dry eschar in about one- 
third of the cases. This forms a sterile supple 
protective covering to the burn and healing pro- 
gresses beneath it. It is, however, rather slow in 
separating, and may obscure the true depth of the 
burn. 

4. M & B 1270 forms an ideal first aid dressing 
and would be a very satisfactory application for 
self treatment in mass atomic burn casualties. 

5. The only toxicity seen was one mild dermatitis 
in this series. A 0.15 per cent preparation in a 
carbowax base was the most suitable preparation 
tried. For the exposure method, 1 per cent M &B 
1270 in lactose was very satisfactory. 

6. Investigation has also shown the difficulties 
in treating burns scattered about in different hos- 
pitals. Special burn centers in a general hospital are 
required to lower the present mortality and to 
reduce the length of time in the hospital. 

Eart H. Kiasunpe, M D. 


Scarlatina of Wounds (Beitrag zur Frage des Wund- 
scharlachs). IRMGARD GuBER. Langenbecks Arch. 4. 
Deut. Zschr. Chir., 1954, 277: §23. 


Forty cases of scarlatina of wounds were seen be- 
tween 1940 and 1950 at the University Clinics of 
Heidelberg. There were 20 burn cases and the re- 
maining 20 cases involved wounds of other nature. 
The following observations were noted: 

1. Children show a higher rate of incidence than 
adults. 

2. The incubation period is short (2 to 3 days). 

3. Complete absence of tonsillary angina; 0c 
casional catarrhal manifestations in the throat. 

4. The Schultz-Charleton phenomena showed 7 
positive cases in 9 wound infections. Five of 6 casts 
were found in infected burns. 
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s. In 8 cases the exanthema originated in the 
wound. In 2 cases it was massed around the wound. 
The spread of the exanthema followed the pattern 
of ordinary scarlet fever. 

6. Smears of the throat were negative. Smears 
from the wound revealed the hemolytic streptococ- 
cus in 3 cases and the hemolytic staphylococcus in 
4 cases. ; 

7. The course of wound and burn scarlatina fol- 
lows the same pattern as regular scarlet fever. There 
were more cases of lymphadenitis than otitis among 
the complications. 

8. In 15 cases the diagnosis of wound scarlatina 
was verified by tests. In 20 cases typical in appear- 
ance as to onset and course, the test did not bear 
out the diagnosis with certainty. In 5 cases the 
exanthema might have been a toxic manifestation. 

Otto Weiss, M.D. 


ANESTHESIA 


A Study on the Inhibition of Reflexes of Vagal Ori- 
; gin (Etude sur linhibition de réflexes d’origine 
vagale). M. HANQuEeT and C. EvraArp. Acta an- 
esthesiol. belg., 1953, 4: QI. 


Experiments on dogs were undertaken to study the 
effect of atropine, procaine, and hexamethonium on 
reflexes of vagal origin. Eleven dogs were anesthe- 
tized with chloralose and intubated, receiving oxygen 
through a T-segment. Both vagi were denuded at 
the neck and the right vagus was excited first in its 
totality; later, after division of the nerve, the periph- 
eral motor end and the sensory vagus end were 
excited successively. Excitation was induced by an 
electric current from dry batteries of 20 volts at a 
rate of 400 charges per minute and a total duration 
of 5 seconds. The arterial pressure, cardiac fre- 
quency, and respiratory frequency were recorded. 
The arterial pressure was measured with a mercury 
manometer attached to the carotid cannula, the 
cardiac frequency with the electrocardiograph, and 
the respiratory frequency with a pneumograph. 

Contrary to the effect of atropine and procaine, the 
arterial pressure curve following hexamethonium 
(4.5 mgm./kgm.) ended abruptly in the descending 
phase. With this dose, a very transitory slight in- 
crease in pressure was noted. Bradycardia and 
apnea which had been observed following atropine 
and procaine medication disappeared. It was thus 
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established that hexamethonium affords greater pro- 
tection against experimental stimulation of the vagus 
as used in this series of experiments than either 
atropine or procaine. In attempting to apply these 
findings to man, it would be necessary to administer 
a dose of 360 mgm. of hexamethonium to an individ- 
ual weighing approximately 80 kgm. 
EpitH SCHANCHE Moore 


Our Experience with Anesthesia Potentiated by 
Artificial Hibernation (La nostra esperienza nel 
campo dell’anestesia potenziata e dell’ibernzaione 
artificiale). R. PALomBA and L. MAROGNA. Gior. 
ital. chir., 1953, 9: 855. 


The authors discuss their experience with anesthe- 
sia in 100 cases in which the action of the anesthetic 
agents used was potentiated by lowering the patient’s 
temperature by ice pack refrigeration. Their aim 
was to use a minimal amount of anesthetic agent by 
lowering the body’s metabolism to a hibernating 
level. Their ultimate aim appears to be “anesthesia 
without anesthetic agents.” 

The various drugs used were as follows: (1) opium, 
opium derivatives, and synthetic drugs with similar 
properties, (2) atropine and scopolamine, (3) gang- 
lionic paralyzers, (4) curare, (5) procaine and similar 
drugs, and (6) antihistamine drugs. They were used 
in conjunction with nitrous oxide, sodium pentothal, 
and ether when necessary. 

The second phase of the anesthesia was that of 
refrigeration of the patient. The precepts laid down 
by the French school of anesthesiology were followed. 
The body temperature was lowered to between 34 
and 35 degrees C. In this manner, the anesthetic re- 
quirements were lessened, and the total dosage of 
anesthetic agent was markedly decreased. 

The indications for this type of anesthesia were 
listed as follows: (1) major surgery that may tend 
to be of long duration, (2) thoracic surgery, in which 
the likelihood of explosion is a consideration, (3) 
alcoholics and drug addicts who ordinarily require a 
tremendous amount of medication, and (4) poor risk 
patients for whom the anesthetic requirements may 
be reduced to a minimum. 

The authors emphasize that this type of anesthesia 
produces a smooth induction, easy stabilization of 
the patient, and uninterrupted recovery with excel- 
lent postoperative analgesia. 

F. W. PrrrucceEt1o, M.D. 












































ROENTGENOLOGY 


Roentgenologic Aspects of the Lower End of the 
Esophagus: the Ampulla Phrenica and the An- 
trum of the Gastric Cardia (Aspetti radiologici 
dell’esofago inferiore: ’ampolla frenica e l’antro 
cardiale). D. Catratano. Radiol. med., Milano, 
1954, 40: IT. 


Luschka in 1857 recognized two dilatations of the 
lower end of the esophagus; the one was at the car- 
diac antrum, limited superiorly by the diaphragm, 
and the other was located above the diaphragm and, 
according to this old-time scholar, was rather incon- 
stant. This upper dilatation of the esophagus was 
designated by Luschka as the ‘‘Vormagen,” the 
term borrowed from the field of veterinary science 
and referring to the anterior stomach of the rumin- 
ant. Strangely enough the term ‘‘Vormagen” was 
used by Arnold to designate the lower dilatation, 
which Luschka designated as the cardiac antrum and 
which was said to be located between a lower sulcus 
(Arnold’s sulcus), corresponding to the cardia and 
another sulcus about 3 cm. higher up on the esopha- 
gus. This sulcus corresponds, according to Luschka, 
to the diaphragm. 

Since this upper dilatation, which Anders desig- 
nated as the “‘epiphrenic bell’”’ and which Poirier and 
Charpy in their great system of anatomy designated 
as the “fuseau broncho-diaphragmatique” (they 
called the lower dilatation the ‘‘entonnier terminal”’) 
is rather inconstant, Luschka used this behavior of 
the upper dilatation to postulate the existence of two 
types of lower esophageal termination: type 1 ex- 
hibited only the subdiaphragmatic dilatation, and 
type 2 exhibited both dilatations. 

Recently, Lerche (The Esophagus and Pharynx in 
Action. Springfield: C. Thomas, 1950) has shown 
that these two manifestations are in reality parts of 
one morphologic and functional entity which he des- 
ignated as the gastroesophageal expulsion segment. 

By means of a series of roentgenographic repro- 
ductions, appended to the original text, the author 
attempts to show that these two dilatations are ac- 
tual morphologic and functional entities and not 
pathologic manifestations. 

It is important that these two physiologic dilata- 
tions be recognized, in order to distinguish them from 
epiphrenic diverticulum and from small hernias of 
the esophageal hiatus, so that the latter conditions 
may be subjected to timely surgical correction. 

From his studies the author concludes that the 
lower end of the esophagus presents two anatomical- 
ly constituted formations: the phrenic ampulla which 
is above the diaphragm, and the cardiac antrum, 
which represents the abdominal portion of the 
esophageal tract. These formations become more 
evident during the functional activity of the organ, 
their morphology varying with variations in the 
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functional phase, and it is important that attempts PI 
be made to bring them out by means of special 
techniques. The patient should be roentgenographed 
in the recumbent position as well as in the erect pos. 
ture, or even in the Trendelenburg posture, and rela. 
tively solid, viscid shadow-casting materials should 
be tried. Joun W. BRENNAN, M.D, 


Visualization of the Coronary Venous Circulation 
During Cardioangiography (Visualizzazione de § °° 
circolo venoso coronarico durante cardioangiografia), § 5! 
A. Acuzzt, L. pt GUGLIELMO, V. BALDRIGHI, and A, | @I 
Martey. Radiol. med., Milano, 1954, 40: 140. 


The patient was a 49 year old male with tumor of 
the lung and a possible metastasis in the adjoining 
region of the left pulmonary hilus. The surgeon in 
charge requested a cardioangiographic study of the 
pulmonary arteries in view of possible future sur. 
gery. 


The catheter (caliber 10) was introduced into the Hi 
left basilic vein and passed, under roentgenologic : 
control, into the right ventricle of the heart. An u- to 


successful attempt was made to recurve the course 
of the catheter in the ventricle to cause it to enter 
the pulmonary artery. This attempt failing, it was 
decided to inject the contrast medium (60 c.c, ofa de 

° ° ° . . e 
70 per cent solution of pyelosil) directly into the right 
ventricle, in the hope of visualizing the pulmonary 
artery. This was done under 2.5 atmospheric pressure 
with a Dos Santos apparatus; however, this also was 
unsuccessful in its primary object, but it resulted in 
the remarkable visualization of the coronary circu- 
lation here reported. 

Seven roentgenograms were taken in the first § § Sk 
seconds following the injection. The first 3 films 
taken in the first 3 seconds after the injections ex- 
hibited the phenomenon. 

On the reproduction appended to the original text 















ve 

are clearly visible the vena cordis magna, rising from a 
the region of the cardiac apex and bending over to § jo, 
continue as the sinus coronarius. The entire extent § |. 
of the coronary sinus is clearly depicted, including § \,; 
its continuation as the vena posterior ventriculisin-§ 
istri. Also shown is the vena cordis media, isolated fF §)): 
and depending from the coronary sinus, a rather § yj 
robust vein which the authors designate as the vell & oo, 
of the obtuse margin of the left ventricle. dia 
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which guards the entrance to the coronary sinus; tlt ac; 
first roentgenogram was taken just at the momen! .,, 
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the injection catching the coronary valve by sur- 
prise, so to speak, while it was wide open. Thus, the 
filling of the coronary venous system was accom- 
plished by the reflux of the contrast medium through 
the coronary valve. Joun W. Brennan, M.D. 


Tuberculosis of the Knee Joint and Arthrography 
(Tubercolosi del ginocchio e artrografia). Ivo Or- 
LANDINI. Medicina, Parma, 1953, 3: 280. 

On the author’s service, 30 tuberculous knees have 
been examined arthrographically. The shadow-cast- 
ing substance was, in each instance, 5 c.c. of a 37 per 
cent solution of neopyelofanina. The roentgeno- 
graphic reproductions of 6 of these 30 patients are 
appended to the original text. 

In view of the difficulties associated with the diag- 
nosis of tuberculous inflammations of the knee joint, 
which diagnosis in many instances is dependent, in 
the last analysis, upon the biologic reports from the 
laboratory (guinea pig injections), the value of the 
arthrographic film is obvious. In fact, when proper- 
ly executed, the arthrographic technique gives char- 
acteristic pictures of the initial stages of the condi- 
tion as well as of the more advanced conditions. 

The technique adopted by the author has proved 
to be simple and innocuous for the patient, and 
seems to result, at least temporarily, in improvement 
of the clinical symptomatology. 

In addition, the tomogram gives extremely useful 
details of the condition present, details which may 
not be demonstrable with the usual roentgenologic 
technique. The tomogram permits a more exact and 
detailed appreciation of the condition than does the 
other. Joun W. Brennan, M.D. 


MISCELLANEOUS 


Skin Reaction to Protracted Beta Irradiation. H. 
D. GrirFitu, J. F. Puitip, and G. E. SwINDELL. 
Brit. J. Radiol., 1954, 27: 107. 


The authors assessed the skin reactions which de- 
veloped on the dorsal aspect of the fingers of persons 
engaged in the extraction and preparation of radon 
for clinical use in the Aberdeen Radium Centre from 
1932 to 1950, and compared the results obtained 
with similar data collected from the literature. 

_ The exposure of the fingers occurred during the 
filling of radon into glass capillary tubes by methods 
widely employed in many radium laboratories. Most 
commonly, glass capillaries of o.4 mm. external 
diameter, 0.065 mm. wall thickness, and up to 20 cm. 
lengths were filled with the aid of a Hess type ap- 
paratus to linear activities varying between 1 mc. 
and 20 me. per centimeter length. Since the internal 
gas pressure in the capillaries was always below at- 
mospheric pressure and thus there was no danger of 
escape of radon, the cutting to the required length 
was done by fusion over a very small flame. For this 
purpose, as well as the subsequent insertion of the 
active glass capillaries into platinum or silver 
screens, a pair of fine forceps were used, which were 
held between the index and two first fingers of each 
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hand, the distance of the radon source from the skin 
always exceeding 5 cm. Quantities of 250 mc. were 
prepared and distributed weekly into appropriate 
clinical applicators. The entire manipulation was 
carried out on an enclosed lead-shielded bench and 
strong draught fans were used to sweep away any 
radon in the event of leakage. Despite these precau- 
tions skin reactions developed on the fingers of 8 per- 
sons, wholly due to the beta radiation during the 
process of cutting the glass capillaries. 

These skin reactions were graded by a system of 
points for the degree of reaction, 2 points being 
marked for each of the following manifestations: 
(rz) immediate reactions: moderate erythema, marked 
erythema, glazing of the skin surface, tendency to 
crack, and moist dermatitis; (2) late reactions: per- 
manent erythema, marked atrophy, permanent 
telangiectasis and keratoses. The period of ‘“‘radon 
duty” of the 8 persons extended from 9 weeks to a 
little less than 4 years and the time of observation of 
the skin reactions, which was started after cessation 
of all exposure, varied between 4 and to years. 

The details of the objective skin changes are re- 
corded in each case and the working schedule is indi- 
cated. 

The dose rate of the beta radiation which must 
have reached the skin of these subjects was deter- 
mined retrospectively with the aid of a photographic 
technique similar to that employed by Robb and 
Ellis for gamma rays. The values obtained were then 
compared with the specific beta ray output of a ra- 
don-filled capillary at a known distance. It was thus 
found that, expressed in millirep. units per minute 
per millicurie handled, the observed doses amounted, 
in the mean, to 100 of these units for the middle 
finger of the right hand, and to 45 units for the mid- 
dle finger of the left hand. 

The aggregate protracted dose was computed by 
relating the dose rate to the working conditions. For 
example, the subject who was on “radon duty” for 
nearly 4 years handled 49,000 me. of radon in 290 
sessions, the effective duration of each exposure be- 
ing 15 minutes. Corrections being made for certain 
factors which are described in the text, the final esti- 
mate of the total dose was placed at 35,000 rep. for 
the middle finger of the right hand and at 15,800 rep. 
for the middle finger of the left hand. It resulted in a 
grade 10 and grade 6 reaction, respectively. Similar 
data for all 8 persons are presented in tabular form. 

After co-ordinating these findings with those re- 
ported by other observers, and especially with the 
synoptic curve of Strandquist as determined for the 
roentgen rays of conventional therapeutic range 
(half-value-layer of o.1 and 1.7 mm. copper), the 
authors arrive at the following conclusions: (1) for 
mild reaction of minimal or first grade erythema, the 
effect of a short exposure with beta rays does not 
differ demonstrably from that of the roentgen rays; 
(2) for mild reaction to protracted irradiation, the 
effect of the roentgen rays is more severe than that of 
the beta rays; (3) for large doses (of the order of 5,000 
rep. or r.) the roentgen-ray reaction is more severe 
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than the beta-ray reaction, whether irradiation is 
short or protracted; and (4) for single or protracted 
irradiation, the range of dosage required to pass from 
light erythema to substantial skin reaction is, ac- 
cording to Sievert, about 1 to 1o for the roentgen 
rays but for beta rays this ratio becomes about 1 to 
100 with short exposure and 1 to 20 with protraction. 
T. Leucutia, M.D. 


The Saskatchewan 1,000-Curie Cobalt 60 Unit. T. 
A. Watson, H. E. Jouns, and C. C. BuRKELL. 
Radiology, 1954, 62: 165. 


For the past year a 1,000-curie cobalt 60 unit has 
been in use in Saskatoon, Canada. The unit itself 
consists of a roughly spherical lead-filled steel casing 
22 inches in diameter. Inside the casing is a wheel of 
heavy metal and lead, having at 1 on its perimeter a 
cobalt source 1 inch in diameter and % inch thick. 
A tapered opening leads from the perimeter of the 
wheel through the lead to the exterior. When the 
cobalt is opposite this opening, a collimated beam 
escapes; when the wheel is rotated 180 degrees, the 
cobalt is shielded by 7 inches of heavy metal and 
the machine can be considered turned off. The whole 
unit is suspended from overhead rails for move- 
ment. All of three movements are electrically driven. 
By means of suitable treatment cones, various fields 
of 5 by 5 to 15 by 15 cm. can be obtained at 80 cm. 
source skin distance. 

Cobalt radiation consists of two gamma rays in 
1.17 and 1.33 mev (million electron volts) energy, 
emitted in equal numbers as the Co™® decays into 
Ni®. For many purposes it can be considered that 
the beam is monochromatic with an energy of 1.25 
mev. In this respect cobalt radiation is very dif- 
ferent from the radiation generated by x-ray ma- 
chines operating at 200 kv., 3 mev. or 25 mev., 
which produce a continuous spectrum of radiation. 
Some comparisons of the physical properties of 
cobalt 60 radiation with that produced at 200 kv., 
3 mev. and 25 mev. are made. It is shown that 
cobalt 60 radiation and 3 mev x-rays are similar 
from the point of view of therapeutic application. 
When one considers integral dose, surface dose, 
depth dose, differential absorption of bone and 
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cartilage, the advantages of a high energy source 
such as cobalt 60, are obvious. The authors have 
treated all patients over a 3 week period, administer. 
ing the same dose daily (except Saturdays and 
Sundays), and have treated all fields each day. The 
intensity of the radiation, about 30 roentgens per 
minute, is also constant. At the moment, they are 
employing dosage levels with cobalt from 5 to 10 
per cent higher than in similar situations with a 4oo 
kv. machine. For instance, using a beam-directed 
technique, they are delivering a dose of 5,250 
roentgens in 3 weeks to carcinoma of the larynx, 
employing fields 5 by 5 cm. 

In the case of postoperative treatment of car- 
cinoma of the breast they are delivering a dose of 
4,000 roentgens in 3 weeks to the center axilla, 
using parallel opposing fields 20 by 10 cm. The skin 
dose has invariably been much less than when 400 
kv. radiation was used. The phenomena of in- 
creased skin tolerance is probably due to the fact 
that the maximum dose does not fall on the surface 
of the skin, but occurs 4 to 5 mm. below the surface. 
They are treating the parametria, following intra- 
cavity radium for carcinoma of the cervix, by using 
a parallel opposing pair of “split”? 12 by 10 cm. 
fields, with the split being accomplished by a 3 inch 
plug of lead in the base of the applicator, so that 
two beams of radiation strike the patient 4 cm. apart. 
Essentially, this means that the parametria is ir- 
radiated by a parallel opposing pair of fields 10 by 
4 cm. in size. With this technique, it is still possible 
to achieve a tumor dose of 3,000 roentgens in 3 
weeks without skin effects. For the same result 
with 400 kv. radiation, two oblique fields, as well 
as the opposing pair, were required for each of the 
sides. 

The authors are using the cobalt unit on a routine 
rather than an experimental basis. They consider it 
is indicated particularly for deep-seated tumors, 
where the higher depth dose can be used to advan- 
tage, and in tumors which are adjacent to bone or 
cartilage, since the differential absorption of these 
structures as compared with soft tissues is almost at 
a minimum at this energy level. 

Frank L. Hussey, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Blood Diseases and Carcinoma (Blutkrankheiten und 
Carcinom). L. SCHOENBAUER. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1953, 276: 450. 


The present report deals with a continuation of 
the author’s studies on heredity in carcinoma and 
blood diseases. The pedigrees studied include about 
200,000 persons. The Austrian census showed the 
incidence of carcinoma to be 3.3 per 1,000 for men 
and 2.52 per 1,000 for women. In pedigree studies of 
clinic patients the incidence was 77 per 1,000 for 
men and 94 per 1,000 for women. Pedigree studies 
showed a higher incidence of cases in the age group 
under 60 years than census studies. However, these 
figures do not lend themselves to comparison because 
the pedigree group represents selected material de- 
rived from a clinic primarily treating carcinoma. For 
this reason accident cases and office workers were 
investigated. Among these patients, 48 per cent had 
no family history of carcinoma either among their 
antecedents or descendants; in 12.6 per cent of cases 
the pedigrees revealed 1 case of carcinoma, while in 
40 per cent the pedigrees showed several cases of 
carcinoma in antecedents, descendants, or both. In 
other pedigree studies a significant analogy was 
found between carcinoma and blood diseases. 

Among 913 patients with blood diseases studied, 
the antecedents were not definitely given 33 times. 
This left 880 cases, of which 605 (68.7%) had 
afflicted antecedents. In this group of 605 cases, 
antecedent pedigrees revealed 803 instances of car- 
cinoma and 285 instances of blood diseases. These 
605 patients were predominantly females, and young 
individuals. 

A study of the descendants of 913 patients with 
blood diseases revealed that more than half of these 
patients (467) had no children. It was necessary to 
exclude another 259 patients because the children 
were too young to be considered. This left only 187 
patients with descendants who could have been 
afflicted. Only 70 of these 187 patients had healthy 
children, while 117 had children afflicted with carci- 
noma, blood disease, or both. Twenty-one cases of 
carcinoma and 142 cases of blood diseases were re- 
ported among these offspring. 

These investigations indicate a striking relation- 
ship between carcinoma and blood disease and lead 
to an acceptance of the hereditary predisposition. 

Joun L. Linpguist, M.D. 


Recent Developments in Laboratory and Clinical 
Cancer Chemotherapy. ALFRED GELLHORN. J. 
Urol., Balt., 1953, 70: 813. 


A practical discussion of cancer chemotherapy 
must date back to 1940, with the development of new 
chemical warfare agents and of counter measures to 
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chemical poisons known to be in possession of the 
enemy. Among the latter was nitrogen mustard. 
Chemical and biological studies quickly led to im- 
portant insight as to what it did and how it did it. 
The chemists demonstrated that when nitrogen 
mustard was put into solution at the pH of body 
fluids, it underwent a molecular rearrangement, 
thereby forming a highly reactive chemical com- 
pound. Experiments in the test tube showed that 
this transformation product would react briskly with 
compounds containing amino, hydroxyl, carboxyl 
radicles, and other groupings. Simultaneously the 
biologists were describing precisely the changes in 
the tissues following the administration of toxic doses 
of nitrogen mustard to experimental animals. They 
found that lymphoid structures and the cells in the 
bone marrow were extraordinarily susceptible to 
destruction by this compound. 

Hundreds of mustardlike compounds have since 
been synthesized, tested for their biological activity 
in experimental animals, and a few have been sub- 
mitted for clinical trial. Gradually biochemical, 
histochemical and morphological evidence was ac- 
cumulated which pointed to the nucleic acids as the 
cellular site of action of the mustard. compounds. 

The development of the folic acid antagonists in 
cancer chemotherapy follows a different course, for 
here the initial application was made on patients in 
the hospital wards and then the laboratory was 
quickly called upon for help and clarification of ques- 
tions. No significant therapeutic benefit was noted 
from folic acid as a chemotherapeutic cancer agent. 
In fact, the course of acute leucemia in children ap- 
peared to be accelerated. This suggested the use of a 
folic acid antagonist in the therapy of the latter dis- 
ease. It is now seen that when the folic acid antago- 
nists are administered they displace the vitamin from 
the enzyme system and the enzymatic reaction is 
blocked. The result, which has been documented ex- 
perimentally, is an accumulation of the intermediate 
synthesized, and a slowing or stopping of nucleic acid 
synthesis. 

Certain purines, despite their parodoxical reac- 
tion, have been found to inhibit tumor growth; one 
of these is 6-mercaptopurine. 

It is to be emphasized that no cure has been 
achieved by any drugs now available. Remissions in 
disease have been produced, permitting periods of 
happy and useful life to patients with disseminated 
malignant lymphomas and leucemias, which have 
not hitherto been possible. Another limitation of 
currently available cancer chemotherapeutic agents, 
in addition to their toxicity to normal cells, is the 
small number of tumor types which they affect. Still 
another factor which may be limiting cancer chemo- 
therapy largely to the lymphomas and leucemias is 
the difficulty of clinical evaluations of drugs against 
epithelial tumors. 
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As for the future of cancer chemotherapy, it may 
be said that the living cell is a unit of integrated 
chemical reactions. Each type of cell carries on 
chemical transactions which are characteristic for it 
and distinguish it from other cells. When some cells 
of a tissue grow and multiply while their neighbors 
have ceased to do so, a change in the chemical be- 
havior of the aberrant cells has taken place. The 
control of a malignant cell other than by complete 
removal can only be accomplished by controlling its 
chemical reactions. Emphasis has been placed on 
drugs which alter the essential biochemical reactions 
of nucleic acid synthesis. This is not the only dy- 
namic mechanism essential to cellular survival. As 
our knowledge of the intimate details of energy pro- 
duction in normal and neoplastic cells is enlarged, 
and as our understanding of the subtle differences in 
other chemical reactions between normal tissues and 
cancers grows, chemical agents will be found which 
can modify the mechanisms and thereby destroy the 
offending cells. STEPHEN A. Z1eMAN, M.D. 


DUCTLESS GLANDS 


Certain Aspects of Hypophyseal Disease Syndromes 
(Hypophyse et maladies due squelette). F. LAyAnI 
and L. Durupt. Sem. Hop. Paris, 1954, 30: 303. 


The authors present an extensive discussion of the 
clinical syndromes produced by abnormal conditions 
of the hypophysis. The recent emphasis upon the 
endocrinological surveys and assays in patients hav- 
ing disturbed physiology of the hypophysis is men- 
tioned. The authors note the presence of a somato- 
trophic hormone, a corticotrophic, a thyreotrophic 
and gonadotrophic hormone, but admit that exis- 
tence of a parathyreotrophic hormone is contested. 

A discussion is presented regarding the clinical 
characteristics of the acromegalic arthropathies and 
it is interesting to note that the microscopic studies 
of the terminal phalanges in the region of the articu- 
lations show a marked bony irregularity of the entire 
distal phalanx. The articular surfaces themselves do 
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not present any significant alteration. In the costo- 
chondral lesions of the acromegalic patient, it can be 
seen that the cartilaginous cells are immature and 
their active proliferation is quite pronounced. Irreg- 
ular zones of ossification are present within the 
zones of immature cartilage. Studies of the verte- 
brae show quite clearly the extent of new bone for- 
mation as distinct to the well established bone of the 
remainder of the vertebral body. This distinction 
can be demonstrated roentgenologically in the verte- 
bral column wherein the new bone formation ap- 
pears more dense than the rarefied-old bone. 
OrvILLE F. Grimes, M.D. 


EXPERIMENTAL SURGERY 


Infusion Therapy After Controlled Bleeding. An 
Investigation by Means of Animal Experi- 
ments. Bo Sjéstr6m. Acta Soc. med. Upsaliensis, 
1953, 59: 17. 

Any discrepancy between the volume of the cir- 
culating blood and the capacity of the vessels is of 
importance in the production of shock. Adequate 
prophylaxis and therapy involve restoring and main- 
taining the blood volume by means of infusion of 
blood, saline, or colloidal solutions. The difficulty 
of acquiring and storing blood has made necessary 
the use of substitutes. Of these, the dextran solu- 
tions have attracted great interest. Many experi- 
ments such as those described were designed to 
throw light on their properties, as compared with 
physiological saline solution, other colloidal solu- 
tions, and blood. 

The therapeutic effect of different infusion media 
has been tested in animal experiments. The solu- 
tions used were blood, macrodex, subtosan, and 
physiological saline. The infusions were adminis- 
tered to rabbits, after controlled blood letting, under 
standard conditions. Colloidal infusion media were 
found to give better results than physiological saline 
in the treatment of experimental bleeding. 

SAMUEL Kaun, M.D. 








